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ABSTRACT 

The main purpose of the hearing reported in this 
document was to expand thii knowledge of the Select Committee on 
Children, Youth, and Families concerning early intervention at 
several critical points during infancy, early childhood and early and 
later adolescence. Six distinguished researchers in child development 
gave testimony at the hearings and also submitted prepared 
statements. The focus of the testimony was to present 
state-of-the-art findings about how to prevent damage to children and 
how to ensure their well being. The research experts testified on 
those areas where consensus of research is clear, and where public 
policy should reflect that consensus. They also pointed out issues 
regarding childhood and adolescence that require further research 
before a consensus can be reached. Findings of a recent study which 
compared thi) U.S. record on infant mortality and morbidity and 
preventive measures with the record of 10 Western European countries 
are included, as are the findings of the American Psychological 
Association's Task Force on Promotion, Prevention and Intervention 
Alternatives whose mission was to 'dentify successful prevention 
models ^nd programs where evidence of effectiveness was convincing. 
(RHB) 
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INFANCY TO ADOLESCENCE: OPPORTUNITIES 
FOR SUCCESS 



TUESDAY, APRIL 28, 1987 

House op Representatives, 

SlOBCT COBOOTTEE ON CHILDREN, YoUTH, AND FaBOUES, 

Washington, DC. 

The select committee met, pursuant to call, at 9:30 a.m., in room 
225 , Raybum House Office Building, Hon. Geoif^e Miller, Chair- 
man of the Conunittee, presiding. 

Members present: Representatives Miller, Weiss, Boggs, Boxer, 
Rowland, Erans, Durbin, Sawyer, Coats, Wolf, Johnson, Hastert, 
and Holloway. 

Staff present: Ann Rosewater, staff directoi^ Anthony Jackson, 
professional staff; Carol M. Statuto, minority aeputy staff directoi^ 
and Joan Godl^, committee clerk. 

Chairman Mnm. The House Select Committee on Children, 
Youth, and Families will come to order, for the purposes of con- 
ducting an oversight hearing on opportunities for success, from in- 
fancy to adolescence. 

Four years ago, the Select Committee on Children, Youth, and 
Families initiated its efforts by highlighting what is known about 
preventing developmental problems for young children. 

Today's hearing, "Infancy to Adolescence: Opportunities for Suc- 
cess," seeks to expand our knowledge of early intervention at sev- 
eral critical points during infancy, earlv childhood, and early and 
later adolescence. We are honored today to have a very distin- 
giushed panel to share their thoughts with us this moioing. 

rd like to ask them to come forward. We'll hear fromDr. David 
Hamburg, who is the President of the Carnegie Corporation of New 
York; Dr. C. Arden Miller who is Professor and Qiainnan of the 
Department of Maternal and Child Health at the University of 
North Carolina; Dr. James Garbarino, who is the President of the 
Erikson Institute for Advanced Study in Child Development Chi- 
cago, Illinois; Dr. Gilbert Botvin, who is an Associate Professor and 
Director, Laboratoir of Health Behavior Research at Cornell Uni- 
versity Medical Collie, New York; Dr. Robert Kenny who is an 
Associate, Graduate School of Education, Harvard University; and 
Dr. Richard Price who is the Executive Director of the Michigan 
Prevention Research Center at the University of Michigan. 

I think we have enough room around the tiA>le for you, gentle- 
men. Thank you very much for agreeing to test-fy this morning. I 
look forward to your testimony. We will be joined bv additional col- 
leagues of mine on the Select Committee, but I think it is impor- 

(1) 
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tant that we get underway so that we allow enough time not only 
for your testimony, but abo for questions. 

Ab we look at the record of the Select Committee, one of the 
more successful things we have done with respect to the Congress 
as a whole, and to the members not only of this conmiittee but also 
of other committees, has been to try to develop a blueprint of pro- 
grams of prevention, of intervention, that have now gained accept- 
ance in the Congress. And it's the intent of tliis hearing this morn- 
ing to provide additional evidence of potentials for success so that 
again we can join your testimony — the evidence that you will 
present, the suggestions that you will present— with the policy con* 
siderations being undertaken by the Congress this year and next. 
What we have found is that that has been a rather successful part- 
n3r8hip both in changing some of our thinking (if you can imagine 
that) and also, more importantly, in develping some public policy 
consideratiors that we might not otherwise have made. 

OmtiNG Statimsnt or Hon. Giorge Millbs, a Repeuentativb in Congkbb Froii 
THX State op CAurounA, ai:d CiiAnuiAN, Sblbct Ck>iauTm on Chuosbn, 
Youth, AND FAMiun 

Four yean ago, the Select Committee on Children, Youth and Families initiated 
its efforts by highlighting what is known about preventing developmental problems 
for young children. Today s hearing, "Infancy to Adolescence: Opportunities For 
Suooesi," seeks to expand our knowledge of early intervention at several critical 
p(HnU during infancy, early childhood, and early and later adolescence. 

Hie concept of prevention, and of enhancing children's development wherever 
possible, is dimply embedded in our notion of childrearing. Every parent wants to 
keep children from getting sick, to make sure that they are well fed, and to foster 
their intellectual development. 

It is impossible to prevent all the misfortunes of growing up for any child. Yet we 
are constantly reminded 1^ the evidence that intervening early is the surest means 
to kee^ children healthy and prevent the easy cases from becoming the tough ones: 

It is easier to ensure a healthy pregnancy and birth than it is to care for a low 
birthweight or premature baby. 

It is easier to educate than to r»«lucate. 

It is easier to train than it is to re-train. 

We know that investing in prevention is more humane for children, and more 
likely to enhance family stability. 

We know as well, from the standpoint of social policy, that mvesting in preven- 
tion also returns public funds to the federal treasury. 

What we continue to find out is that there are more opportunities for success 
than we, as a fociefy, are taking advantage of. Scientists, physicians, and educators 
are continually making advances in our knowledge about infants, about children in 
their school-age yean, about teenagers. 

The renowned experts who will testify today will present »;tate^-the«rt findings 
about hov/ to prevent damage to children and how to ensure their wellbeing. They 
will tell us those areas tvhere the consensus of research is clear, and where public 
policy sho*ild reflect that consensus. And they will tell us the kinds of <)uestions 
about childhood and adolescence that need further research before a consensus can 
be reached. 

They will also tell us that in some areas where we know what works, Jiis nation 
falls far behind other Weitem industrialized nations, s^me much poorer than our 
own, in nuking the investments necessary to ensure success. 

Their testimony will add measurably to what we know from reaearch about the 
type of preventive interventions that are most succes sf ul. But there are other ques- 
tions that reaearch alone cannot answers-questions of resources, of implementation, 
of acceis and of eauity. These are questions that reflect how much we are willing to 
apply our knowledge to benefit all children and families-^iuestions that we as pol- 
iormakers must answer ourselves. 
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Chairman Miller. So, Dr. Hamburg, welcome. You gave help to 
the Committee from the b^^imiing, and again, I appreciate your 
taking your time to come and share your thoughts with us. 

Your written statements, and some of you have appendices and 
exhibits, will all be included in the record in their entirety. You 
may proceed in the manner in which you are most omifortable. 

STATEMENT OF DAVID A. HAMBURG, M.D., PRESIDENT, 
CARNEGIE CORPORATION OF NEW YORK 

Dr. Hambubg. Thank you very much, Mr. Chairman. I'm delight- 
ed and honored to be back here again. I think this Committee has 
mad(. an outstanding record, and really stimulated the Nation to 
get children, youth and fiEmiilies higher on the national agenda, 
and Tm very ^ad that you are focusing on successes in and opportu- 
nities for preventing serious damag^^ to children, because there is a 
lot that can be done. 

During 1^ term as President of the Institute of Medicine, I had 
occasion to ipok into virtually every aspect of medicine and public 
health and I eame away from that five-year period feeling that the 
building blocks^ of early life are really the most crucial consider- 
ations of the entUre health domain. 

And since IVe t^n at the Foundation these past four years, I 
have had that viewpoint augmented by the immense importance of 
early success and oppprtunity in health and education, and in fact, 
the two are closely linked. 

Let me say at the outset very briefly what I see as some central 
concepts of my perspective, and I thmk one which is shared with 
my colleagues here tiiis morning. 

The early years, the first vears of life, can provide the Hasis for a 
long, healthy lifeqian. Early preventive intervention tends to be 
ezceptionallv costeffective. Health and education are closely linked 
in the development of vigorous, skillful, adaptable young people. 
Investments in health and education increasingly can be guided by 
research in t'^e biomedical and behavioral sciences in ways likely 
to prevent a lot of the damage we have been inadvertently doing to 
our children and adolescents. And if we can take advantage of that 
growing knowledge in effective pi-eventive intervention, it will be 
quite a contribution to a flouridiing U.S. economy and society in 
the future. 

That's the essential set of ideas. 

Now, Fd like to spell it out just briefly by way of an overview, 
and li.y colleagues can go into greater depth on a number of key 
issues. 

Let me briefly state a few of the valuable or very promising wa3^ 
of preventing damage to children and adolescents in our cou.itry 
and, for that matter, worldwide: earb' prenatal care, prolonged 
breast feeding, adequate nutrition for mother and child, immuniza- 
tion (preferably early), early education of the Head Start variety 
(preschool, age three to five); oral rehydration for diarrhea, judi- 
cious use of antibiotics, broad community education for disease pre- 
vention and health promotion, social support networks for health 
and education. 
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Research, specifically on interventions, has been augmented 
greatly in recent years by a number of longitudinal stumes that 
help us to clarify the relationship between risk factors and later 
outcomes, and that in turn helps us fasUon guidelines for preven- 
tive action. 

Now, a quick word on infancy. Dr. Miller no doubt will have 
more to say about prenatal care. That seems to me an exceedingly 
important subject— early, hi^-quali^ prenatcd care, as a means A 
ensuring healthy development for childien, bearing in mind that 
most organ development takes place in the first few months after 
conception. And that is a time when a lot (rf* crucial things are hap- 
pening, for instance, when drugs, alcohol, cigarettes, or other toxic 
substances can cross the placenta fit)m the mother and cause irre- 
versible damage, including damage to the brain. 

When I was in medical school a while back, we spoke about the 
F^^centa as a barrier. But it turns out not to be much of a barrier. 
There are many small molecules that can pass it and can do 
damage to the growing fetus. 

So it's very important for a woman to know when she's pr^nant. 
We need wide availabilitjr of simple, inexpensive means for detect- 
ing pregnancy early, and to move quickly with meaningful edu- 
cation tor women about how th^ can care for themselves and for 
their growing fetuses. 

There are studies showing that, for example, women who reduce 
smoking or preferably stop smoking during pregnancy improve the 
birth weight of their babies. The Institute of^ Medicine study on low 
birth weights was a landmark in the field. In view of the rising 
number of women smokers, and the use of alcohol in earlv preg- 
2iancy, it is a crucial matter to educate pregnant women and aoout- 
to-become prwnant women. 

And part of that is to get the health professionals more actively 
engaged in these matters. There is an upsurge of interest that 
needs to be reinforced so that it's not a neglected subject on the 
agenda of health professionals who come in contact with women in 
the reproductive years. 

Similarly, a good deal is being learned about what constitutes 
adequate nutrition during pregnancy. It is possible to prevent a 
number of nutrition-relatd problems in development, such as Vita- 
min A deficiency, iron deficiency, calcium deficiency. And there is 
a great deal we can do through nutritional supplements, through 
simole primary health care and through education of mothers. 

The Federal Supplemental Food Program, the BcxaUed WIC pro- 
gram, has been shown to be remarkabfy cost^ffective. A study con- 
ducted at the Harvard School of Public Health showed that for 
every dollar that's invested in the program, three dollars will be 
later saved in medical costs, and such savings are typical of pre- 
natal preventive care, as compared with the nigh cost of intensive 
care of so many poremature or low birthweight babies. 

A 1985 evaluation of the WIC program supported by the Depart- 
ment of Amculture found that the program reduced the fetal 
death rate by almost a third, reduced by somewhere between 15 
and 25 percent the number of premature births among high risk 
mothers, improved the likelihood that children will have a regular 
source of medical care and be brtter immunized, and improvM the 
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comitive development of the children. So here is a piece of public 
policy that has clearly been working for the benefit of the growing 
child. 

Immunization is a field where we've had great and dramatic suc- 
cess, I suppose most pointedly in the case of polio, but also in many 
others. And clearly, judging from the current research, there is a 
lot more to come. Kecent studies at the Institute of Medicine show 
very clearly that there are many immunizations that can be devel- 
opd in the next decade if we make the investment, that have 
worldwide significance, for example, dealing with strep infections 
that have manv ramifications to the developing child. There's lots 
we can do, and yet we have to be sure we make Jxe adequate in- 
vestments 80 that they come to pass. Moreover, they must actuary 
be used. It's no good to have them on the shelf; they have to be 
used, and particularly in poor conununities where there is a prob^ 
lem, a huge problem in the developing countries and still a sub- 
stantial problem in our own country, particularly before kids get to 
school. 

A word about parent-child relationships early in life, a crucially 
formative time, and the promotion of attachment and good parent- 
ing. The attachment of infant to mother has been a si^^dficant and 
indeed crucial biological mechanism for millenia in human adapta- 
tion and in related species where the young are bom quite imma- 
ture and require a great deal of protection when they are growing 
up. 

During that time, permanent damage can be done by neglect or 
abuse. There is a lot of opportunity for reversibility later. But still, 
some permanent damage can be done early. It's very important to 
prevent that, and it's possible to prevent it. The parenting care- 
giver has an immense amount of responsibility early in life and 
therefore, needs to learn a lot about how to deal with a young 
child. Much of that was done in the context of a cohesive nuclear 
family and an extended family traditionally. Given the disruptive 
circumstances of modem times, we have to take more deliberate 
steps, again, particularly in poor communities, to see to it that the 
caregiver really does leam how to do what a good parent must do 
and gets the support necessary, particularly in time of stress, to 
cope with the inevitable difiiculties of raising a young child. 

Parentuiff can be taught to expectant mothers and new mothers. 
It is possible to construct mutual aid and self-help groups even in 
poor communities around institutions such as churches. 

Our foundation, for example, has an initiative with black church- 
es, one effect of which is to strengthen parent education and parent 
support |(roupa in poor communities. Such institutions can also 
foster pnmary health care of a very basic kind and can construct 
social support networks for young parents under stress. 

Interventions in these crucially formative first few years can 
have lifelong beneficial consequences. 

Now a point or two about childhood. Our foundation has from 
the bep[inning been very active in Head Start and similar early 
education, and therefore we take a special interest in it. 

We believe the evidence now shows from 20 years of follow-up 
studies profound potential for building strength through the Head 
Start type of intervention at age 3 to 5, high quality preschool edu- 
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cation, potential not onlv for educational outcomes but for health 
outcomes and some social outcomes as well. 

There is a broad base of healthy development that can to a sig- 
nificant degree be fostered— not ensured, but fostered— by high 
quality Head Start type experience. This is especially true for dis- 
advantaged youngsters, because it comes against their rather im- 
poverished background of experience. Therefore, the intervention is 
a very valuable one. 

These careful longitudinal studies over 20 years show us what 
this type of preschool program can do. In the intervening 20 years, 
events have provided a more powerful stimulus for addressing high 
quality early education and child care because we have so many 
more women in the work place. It is a remarkable change that so 
many women now work both at home and in the labor force. We 
know how to do very useful things at this age bi t still only about a 
quarter of the poor children who need this kind of intervention are 
actually getting it. The issue is how to make it more widely avail- 
able. 

We are also turning our attention in this country to prevention 
of ii^uries. We didn't quite appreciate until lately that the miyor 
health hazards of American children no longer stem from disease 
in the classical sense but from iiyuries, both accidental and inten- 
tional. This is an increasing source of long-term oisabilicy among 
children and adolescents—falls, bums, poisonings, motor vehicle 
accidents and so on. And there is a search now to find better ways 
for preventive interventions: through educating parents, educating 
caretakers, health professionals and children themselves, and also 
by using environmental protection, such as infant car seats and 
seat belts. This work is still early, but there are promising develop- 
ments again, such as parent self-help support groups, to address 
these kinds of questions. Overall, we've got to give it more serious 
and sustained attention in our research agenda as well as in serv- 
ice innovations that are evaluated. In the schools, in schools of 
medicine and public health, in state departments of health, and the 
United States Public Health Service I believe v/e see a tendency to 
move this subject up on the national agenda, to diminidh serious 
iiyuries to children and adolescents. 

A word about adolescence, an absolutely critical time for preven- 
tive intervention, very much neglected until recent years. It is a 
time of immense biological and psychological clumge. The transi- 
tion of puberty is one ^f the biggest biological transitions of a life- 
span. It coincides roughly with a drastic change in the social envi- 
ronment, that is moving from the small elementary school to a 
large and very different junior high or middle school. It's a stress- 
ful time, a time in many ways characterized by exploratory behav- 
ior in which the young person tests out all kinds of new possibili- 
ties. But the way things are now, that means testing out at age 10 
or 11 or 12 or 13, smoking cigarettes, mar^uana, using alcohol, 
using other drugs, driving motorcycles or automobiles, trying out 
various habits of food intake and exercise, trying out difTerent pat- 
terns of human relationships, including those involving high-risk 
pregnancy, even school-age, preteen pregnancy, and sexually-trans- 
mitted diseases, now including AIDS. And the AIDS situation has 



ERLC 



10 



to be a powerful stimulus for us to think about how can we do 
better in terms of preparing adolescents for adult life. 

So this is a formative time, while these behaviors are being ex- 
plored, while they are still tentative, before they are cast in con- 
crete. It's a crucial opportunity for preventive intervention, to 
change behavior for health, to shape behavior toward health-pro- 
moting directions. 

It's also a crucial period for educational success which right now 
is kind of a battle zone, both for students and for teachers at the 
junior high level. 

Are there some useful things to be done? I believe there are. You 
will hear more from Dr. Botvin and others about that. For exam 
pie, the peer-mediated programs are very promising, have to some 
extent been evaluated. These are programs in which slightly older 
peers, say from one to three years older, with some training and 
continuing supervision can facilitate learning pertinent to health, 
learning pertinent to future educational achievement and indcMsd 
coping with the dilenunas of adolescent development. 

There have been it number of studies on smoking prevention that 
have been carried out in this country and in Canada in junior high 
school settings where, it turns out, there's been not only a decrease 
in smoking, but also a decrease in use of alcohol and maryuana. So 
we have to give venr high priority to research to see how far that 
can go with other drugs, with illicit drugs, and also tow far that 
can go into poor communities. So far, most of that research has 
been done in middle class communities. 

There are other interventions, just to mention in passing ^^at 
deserve our sustained attention because they can be helpful tc > 
lescents. 

One is to provide in some .^tractive and convenient ways, often 
related to academic programs, service in the community which, 
amcng other merits, would tend to build basic employability skUls 
if built in at the junior high middle school level and continued with 
thereafter. 

Another development of great interest is comprehensive health 
care clinics either in school sites or near schools; in other words, 
school-related clinics that are indeed comprehensive, that address 
the set of concerns and vulnerabilities of adolescents. It's very 
promising in my view. 

A third approach we need to consider is broad-based community 
education (including media) as a means to prevent drug and alco- 
hol abuse among the young, building on the lessons of the ou^ 
standing cardiovascular disease prevention work that's been done 
with midlife adults and translating that back to adolescents. 

And another kind of intervention we've got to consider is how to 
strengthen family life and particularly human biology courses at 
the junior high, middle school level. Understanding how the 
human body works and how to care for the body, education that 
leads into a disease prevention and healtii promotion orientation 
under the rubric of good science in human biology, bringing 
modem biology to bear on early adolescent development. 

That leaves me to say just a word about science education more 
generally. 
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The way science and technology are transfOiining the economy, 
we will have to have a more skilled and flexible work force in the 
future than we've had in the past and that implies a firm base in 
precoUegiate science education, not only for topflight scientists and 
engineers, but also for the rank and file work force. It is also im- 
portant for responsible participation as citizens on issues involving 
disease prevention, involving environmental pollution and other 
matters that have some technical content. 

So there are a variety of reasons why we've simply got to address 
precoUegiate science education. And one of the ways to do that is 
to connect the science-rich sector of the society— that is, where the 
scientists are, the strengths in universities and colleges and nation- 
al labs and in corporate labs — with the elementary and secondary 
schools, which are science-poor at the present time. 

We are coming to a time when we will have a smaller cohort of 
young people, as you well know, say by the turn of the century; 
and a larger proportion of that cohort will be minorities who have 
traditionally been out of science education and indeed out of the 
mainstream of education. And it's a straightforward matter of na- 
tional interest, over and above equity considerations. We're going 
to have to find practical ways to achieve competence in science 
education and technical matters and education generally for that 
young cohort. 

There are a lot of innovations that are alluded to briefly in my 
text about preventing school dropout where we are having a disas- 
trous casualty rate in the urban areas, certainly the inner cities 
and the poverty concentration areas. It's about half in some of 
those povertv concentration areas who don't graduate from high 
school, and that is a very dangerous situation. 

There are interesting innovations to address that problem. Some 
of them are peer mediated, some of them involve summer pro- 
grams for disadvantaged students. Some of them involve computer 
based educational innovations. Some of them involve linking school 
experiences with work experiences and incentives for staying in 
school through work opportunities. We need more systematic re- 
search on these interesting innovations to learn how to diminish 
the very seriouu dropout rate. 

In order to pursue some of these opportunities we have created 
the Carnegie Council on Adolescent Development. I won't go into 
that except to say that two of your distinguished colleagues in the 
House are active members of the Council, Congressman William 
Gray and Coim^man James Jeffords. They have been contribut- 
ing to this body, and I'd be happy to say more about it. It's meant 
to be a stimulating and guiding body to make a lot of things 
happen in the nation with reference to the opportunities that exist 
for fostering healthy adolescent development. 

In closing, let me say that I think wluA we are discussing this 
morning is not only intrinsically importcmt but in a way is part of 
a wider social context of immense significance. 

The drastic transformation that the 20th century has brought, 
and is accelerating even further, in some ways makes growing up 
more complicated than ever before. Tliere is no reason at ail to 
think that the young people today are less talented, have different 
genes, have less capability than we had or our predecessors had. 
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But growing up now is in some ways very complicated for a lot of 
reasons. One is that there is such easy access to so many pleasura- 
ble substances and activities that turn out to be veiy dangerous. 
Another is that it's hard to know even what your parents do, what 
the adult world is like or what you're going to have to prepare for. 
You're hitting a moving target. It's clear that you have to rrepare 
more and more for change itself. There are going to be transitions. 
You have to learn and releam and releam so that lifelong learning 
is no longer some kind of luxury but it's really becoming an eco- 
nomic necessity. ^ -^nts are puzzled about what life will like for 
their childre'^ xehy have somewhat less authority in the de- 

velopmental ^ The media influences are pervasive, in some 

ways positive, in souie ways negative. So it's a complicated and in 
some wa3^ difRcult time for development. In the scientific and 
scholarly community, in the policy community, in the leadership of 
the country, we really have to learn as quickly as we can aU)ut 
what the circumstances ot development now are and what it takes 
in the contemporary different soit of environment for young peopl.^* 
to learn to survive and flourish and create. Tf we could understand 
their circumstances of development better in this rapidly changing 
world, we could help to shape a more humane and compassionate 
society altogether. 

Thank you, Mr. Chairman. 

Chairman Miller. Thank you very much. 

[Prepared st'^tement of David A. Hamburg follows:] 
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Prepared Statement of David A. Hamburg* President* Carnegie 
Corp. op New York 

Most children in affluent countries grow up h«althy and 
r«asonably happy. Y«t •v«n In th« favor cd ■•ctors of such 
■ocl«tl«s, th«r« iu Buch p«rpl«xlty about th« fat« of chlldr«n 
and •specially adol«scents. Gross casualties aaong ths young 
ars svldsnt In ths high Incldsncs of dlssase and disability, of 
ignorance and prsjudlcs, of failure and hunlllatlon, of hatred 
and violence. While nany causes underlie the developmental 
probleas of the young, the most profound and pervasive 
exacerbating factor is poverty. Almost every fom of childhood 
damage is more prevalent among the poor — increased infant 
mortality, gross malnutrition, recurrent and untreated health 
problems, child abuse, educational disability, low achievement, 
early pregnancy, alcohol and drug «>bu8e, and failure to become 
economically self-sufficient. While recognizing that this is 
the case, much can be done by specific interventions while 
concomitantly tackling the general problem of poverty. 

During the past decades, careful inquiry by biomedical and 
behavioral scientists have made it possible to devise many 
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aff«ctiv« ways of prsventlng dajiag* to children and adolescents 
worldwide. Early prenatal care, breastfeeding, adequate 
nutrition, Inunlzatlon^ early education, oral rehydration, 
judicious use of antibiotics, covmunity education, and soci.^1 
support «ietwor)cs for health and education are a few important 
interventions that have been effective. Other new research, 
including a number of longitudinal studies, has helped to 
clarify the relationship between risk factors and later 
outcoMS. It is possible now to fashion clear guidelines for 
preventive action by putting together what we laiow about risk 
factors and antecedents with interventions that are proven or 
promising for each developmental stage, from before birth 
through adolescence, some interventions that have worked to 
prevent damage and promote healthy development follow. 



Prenatal Care . Development of the human infant starts at 
conception, although the nature and extent of a child's 
vulnerability to environmental influences derive in part from 
factors present before conception: the mother's age, general 
health and nutritional status, education, lifestyle and habits, 
and the aocioecononic circumstances of both father and mother. 
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Early, high-quality prenatal car^ for pregnant women is 
••••ntial for ensuring healthy development in children. The 
failure to take preventive aeasures long before a child ia bom 
ie reflected in infant aortaiity rates and in babies hotn too 
soon or too small, and subject to many health and development 
problems. 

Most organ development tikes place in the first eight weeks 
after conception. This is a time when drugs, alcohol, 
cigarettes, or other toxic substances can cause irreversible 
damage to the organs, including the cer.tral nervous system. For 
example, transmission of hu^an immunode iciency virus (HIV) from 
an infected mother to her infant probably occurs during 
pregnancy or delivery, but the nature of maternal-infant 
transmission is not known. The provision of simple, inexpensive 
means of early detection ot pregnancy, together with meaningful 
education, so that prospective mothers can maintain adequate 
nutrition, hydration, and self -care, would go a long way toward 
preventing some of the worst harms to fetal development. 

Women who reduce or stop smoking during pregnancy, for 
example, improve the birthveight of their babies. In view of 
the rising number of women smokers and the promise of smoking 
cessation interventions, vigorous efforts are in order to enlist 
health practitioners in anti-smoking efforts and to make such 
efforts a routine part oi* medical and obstetrical care. 
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Lack of ad«quat« nutrition, •spacially during pragnancy, 
has Bany ramifications. Pravantion of nutrition^ralatad 
problaas, such as vitamin A daficiancy, ca*" ba assurad through 
nutritional supplamants, priwry haalth cara, and education • 
Tha fadaral susvlamantal food program for woman, infants, and 
childran (Wic) has baan ona of tha most cost-affactiva programs 
in tha Unitad Statas, A study conductad by tha Harvard School 
of Public Haalth shovad that for avary dollar ($1) that is 
invast9d in tha program, thraa dollars ($3) is latar savad in 
madical costs. A racant (1985) avaluation of tha WIC program by 
tha U.S. Dapartmant of Agricultura found, for axampla, that tha 
program raducad tha ff "-T daath rata by almost a third; raducad 
by 15-25 parcant tha numbar of pramaturt births among high-risk 
motharsi improvad tha likalihood that childran will hava a 
ragular sourca of madical cara and ba battar immunizad; and 
improvad tha c<jgnitiva davalopmant of childran. 

Immigfltifln* Aftar birth, tha most affactiva and coat 
sfTactiva pravantiva maasura is immunization againat tha common 
infactions of childhood and thair aomatimaa diaabling 
complications, craat prograss has baan mada on thia front, 
aspacially with childhood disaasas such aa diphtharia, whooping 
cough, tatanus, poliomyalitis, maaslaa, mumpa, carman maaalaa, 
and now chickan pox. Yat larga numbars of praachool childran 
ara not adaquataly vaccinatad against tha pravantabla infactions 
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of chii i*iood. Th««« children provide a •u«c*ptibl« reservoir 
for an epldeslc should th« Infsctlous agsnt be Introduced. 
Currmt •clentlflc advances in imunology as well as molecular 
and cellular biology naJce it clear that additional vaccines will 
becoM available in the foreseeable future. To ensure their 
effective use with children every*rtiere will be no easy taskr but 
efforts aust be aade. 

ProMtion o f attach»e«» and good parenting. The attachaent 
of infant to aother (or other consistent cjaragiver) and aore 
broadly to a priaary group (usually the iaaediate faaily) has 
long bemi a biological aechanisa for survival in huaan and other 
spf^cies ^fhose young are bom very iaaature. The long-tera 
effacts of poor early attachment are not completely understood, 
but the weight of evidence so far is that good later experiences 
canr to a large extent, overcome poor early experiences. Yet 
perLianent damage can be done by early naglect or abuse. The 
adult in the consistent caregiving role thus has formidable 
responsibilities and neads appreciation, encouragement, and 
opportunities for learning how to deal with a young child. 

Overstressed, very young mothers often have serious 
difficulty in accepting and caring for their children, 
particularly in meeting the children's attachment needs in an 
enduring way. But parenting can be taught to expectant and new 
aothars. Self-help and mutual aid gro'*;^.. not widely 
available in very poor connunities but they can be built on 
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inatltutlona such as churchss. Daring the past dacada, va hava 
l«am«d about Intarvantions to anhanca tha Kothar^s capability. 
Elaaants of thasa intarvantions ara: (1) paranfc education; (2) 
appropriate infant stirolation; (3) hoaa visitors; (4) nutrition 
education and supplaaantation; (5) primary health care for 
mother and child; (6) connecting young families to community 
sarvicas; and (7) social support networks for young parents 
under stress. Such interventions can make a difference in the 
crucially formative first few years. 

CHiumoon 

Early educft^^gn- Early education and child care hava 
profound potential for ameliorating a variety of academic, 
health, and social problems experierced by children. Once in 
place, high-quality early education and child-care settings tor 
children ranging in age from three to five years can become an 
i^rtant site for education about child injuries and a place 
where new models of language instruction or of better 
development of quantitative skills in disadvantaged youngsters 
can be fostered. That is, many useful developmental purposes 
can be served. Over 2( years, the convergence of evidence from 
a variety of longitudinal studies, including the Perry preachool 
and Head Start evaluations, is highly significant. Children who 
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havtt vcmivA •ducatlonal ani other earvlces in the Head Start 
preschool program desonatrate Ivproved acadealc and learning 
achievement. Overall, a powerful stimulus for high-quality 
early education and child care is the revolution in the 
worlcplace. Most women now work in both the home and the labor 
force. The issue now is how to make such high quality child 
care «uia early education more widely available. 

Prevention of Lijuries . It is not widely appreciated that 
the major health hazards for American children no longer stem 
from disease but from injuries— both accidental and 
intentional. Injuries account for half of all deaths in 
children. They are a major and increasing source of long-term 
disability and illness among children and adolescents. The 
major vinintentional injuries include falls, bums, poisonings, 
and motor vehicle accidents. Most of these tragic events are 
preventable by educating parents, caretakers, health 
professionals, and children; also by using environmental 
controls such as infant car seats and seat belts. 

In the case of child maltreatment — intentional injuries — 
certain factors appear to be consistently important. These 
include! a high level cf stress among parents or parent 
surrogates, social isolation, a general tendency toward 
aggressiveness in human relations, or parents having been abused 
as children themselves. Effective preventive efforts have taken 
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thtt form of parent •ducat Ion about child davalopaant and 
paranting bahavlor, counaallng, parant salf-halp support groups, 
crisis cantars with protactiva day cara, and hoaa visitor 
programs • Thara also hava baan soma attampts to promota 
strongar aarly attachmant to infants by aothars at high risk of 
abusing thair childran. 

ADOLESCENCE 

Tha onsat of adolascanca * ^ a critical pariod of biological 
and psychological changa for tha individual. For many, it 
lnv3lvas drastic changas in tha social anvironmant as wall; for 
•xampla, tha transition from alamantary to sacondary school. 
Thasa yaars (10 to 15) ara highly foraativa for haalth-ralavant 
bahavior pattams, such as smoking of cigarattas, tha usa of 
alcohol and othar drugs, tha driving of automobilas and 
motorcyclas, habits of food intaka and axarcisa, and pattams of 
human ralationships including high-risk pragnancy and saxuall^^ 
transmittad disaasas. Bafora haalth-damaging pattams ara 
firmly sstablishad, thara is a critical opportunity for 
pravantiva intarvantion. 

Paar-madiatad p foaraia. Thara ara lessons that can ba 
laamad from recant innovations and concomitant raaearch in 
various parts of tha vorld. For axeunple, successes in changing 
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behavior for hMlth hav« h%mn raportad by savaral p««r-bas«d 
smoking (cigarattes and aarijuana) pravsntion programs for 
adolascants, vhara tha skills of resisting paar prassiara and 
othar coping skills partlnant to major tasics of adolascant 
davalspmant ara taught. Studlas on smoking pravantion that hava 
baan carriad out in tha Unitad Stat as and Canada in junior high 
school sattingr hava shown that thara is not only a dacraasa in 
smoking, but also a dacraasa in tha usa of alcohol and othar 
drugs. 

Othar intarvantiona . Various approachas hava tha capacity 
to fostar haalthy adolsscant davalopaant. Thasa includa: 
(1) constructiva activitiss for adolascants in tha community in 
tha spirit of public aarvica and building basic amployability 
skillt;; (2) comprahansiva haalth cara clinics for adolascants 
in or naar sanior and junior high schools; (3) broad-basad 
community (including madia) aducation as a maans to pravant drug 
and alcohol abusa among tha young; (4) family lifa and human 
biology coursas in tha junior high/middla school curriculxm. 

Sclanea aducation . Many studias shov that invastmant in 
education, rasaarch and haalth all tand to incraasa aconomic 
prodiictivity. Tha aconomy of tha futura will raquira a mora 
skillad and flaxibla workforca than wa hava now. This implias a 
firm scianca basa in pracollaga aducation, not only to produca 
top-laval sciantista and angineara and a tachnically 



ERIC 




19 



•ophi«tlcat«d labor forc«, but aUo to hava ttducated citizena 
i^o can participata offactivaly in a tachnical world on problasa 
auch aa nuclaar vaapons and anvironaantal pollution. Tha nation 
cannot long afford tha vaata of talant that ia now occurring, 
aapacially in tha innar citiaa. School, youth aaploysattt, and 
coBBunity aganciaa hava davalopad innovativa prograaa to pravant 
achool dropout. Asong tha ramadial approachaa that dasarva 
caraful aorutiny ara paar tutoring sodala; b^JMr prograas fcr 
diaadvantagad atudanta and alov laamara; altamativa achoola; 
coaputar-baaad raaadial aducation; youth aiqployBant and training 
programs ; projacta linking achool and work to tha conunity; and 
Citiaa in Schoola (a prorrraM that coordinataa aducation and 
aocial aarvicaa for aach at-riak atudant) . Syataaatic raaaarch 
on thaaa intarvantlona ia naadad and could ba vary uaaful in 
guiding ijq^rovaaanta. 

Tha Camaaia gouncil on Adolaacant n walopaant . Tha 
Camagia Corporation of Naw York haa launchad a naw vantura, tha 
Council on Adolaacant Davalopaant, to bring togathar national 
laadara from dif farant aactora of Amarican aociaty in an 
intagratad way. it will try to promota uaaful linka batwaen tha 
haalth, aducation and aocial aarvica aactora, and provida a 
factual baaia for wiaa policiaa baaring on adolaacant 
davalopaant. Tha Council will taka atock of exiating 
intarvantiona and atinulata naw onas to reduce tha number of 
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••rlous casualties in adolascanca, and to halp young people nake 
a Bore successful transition to adult life. 

Social support netvorfcs . To some extent, most of the 
interventions Mentioned above can be vie 'ed as building upon 
social support networks. They involve a Mutual aid ethic, 
shared aspirations, a pooling of information and of copinr 
skills— all oriented towards producing good outcomes and 
preventing damage, particularly in times of transition, such as 
infancy and adolescence. 

For mi lien ia we took such social support networks for 
granted when most of us lived in small, familiar societies. 
With the drastic transformation occurring in recent decades, we 
can no longer take them for granted. Now, where they are 
lacking or attenuated, we need to devise ways to strengthen or 
create social support networks that foster health and 
education. The talent pool of volunteers for this task can be 
found in communities, for example among retired people who are 
still vigorous and themselves at risk of boredom, isolation and 
even resentment of younger people. The challenge is to build 
social support networks in novel ways through institutions such 
as churches, schools, and community organizations. 
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Ciosiwc gQfpiKHT 

runda»*ntally, tha procMsas of l.aming have made human 
evolution poeeible. The long period of i^aturity in growing up 
■aJces us singularly vulnerable in the early years of our lives. 
And yet these years offer unparalleled opportunities for 
learning whatever is essential for survival and 
reproduction-provided that adequate protection and guidance are 
available during the time of growth and development. There is 
not the slightest reason to believe that todays young people 
are less talented or resourceful than their predecessors, but 
their circumstances are considerably different and so too their 
tasks and obstacles. To help them learn what they need to know 
to survive, flourish, create, and prepare adequately for adult 
life, we have to understand these circumstances, tasks, and 
obstacles, m the process, perhaps we can shape a more humane 
and compassionate society. 
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Chairman Miller. Dr. Miller. 

STATEMENT OF C. ARDEN MILLER M.D., PROFESSOR AND CHAIR- 
MAN, DEPARTMENT OF MATERNAL AND CHILI HEALTH, 
SCHOOL OF PUBLIC HEALTH, UNIVERSITY OF NORTH 
CAROLINA AT CHAPEL HILL, CHAPEL HILL, NC 

Dr. Miller. Thank you, Mr. Chairman. 

I appreciate the wportunity to give testimony before the commit- 
tee. The purpose of my testimony is to summarize the findings of 
an analysis of Western European countries that seem to be doing a 
better job than the United States in preventing deaths and disabil- 
ities as a result of the care of pr^^nant women. 

For two or three decades if not longer, comparisons have been 
made pointing out that many countries in Western Europe have a 
more favorable infant mortality rate than the United States. 

I want to emphasize that the mortality rate is more than a senti- 
mental concern about dead babies. It's a proxy measure for a whole 
host of morbidity and learning disabilities that exist in later years 
as a result of surviving children frequently bom with low birth- 
weights. 

Even though we have known for some years about our poor per- 
formance record, there have not bc^n many analyses of exactly 
what it is European countries are doing (ufferently from what 
we're doing. The analysis that I present was one done on ten Euro- 
pean countries under the support of a Fulbright grant last year. 
The countries include Belgium, Denmark, France, Federal Republic 
of Germany, Ireland, Netherlands, Norway, Spain, Switzerland and 
United Kingdom. 

Excluded from study were all of those countries that have mo- 
nopolistic ^stems of health care. The list that I read to you are all 
countries that have a significant private and voluntary sector to 
their services where there is ample choice of different kmds of p^x>- 
vider systems for pregnant women to receive care. Tlioee are all 
countries that have better infant mortality rate. And I think that 
is remarkable when you observe that it includes countries such as 
Ireland and Spain, lliey are not countries that ordinarily we com- 
pare ourselves with in considering standards of living. They both 
have enormous poverty problems. They both have infant mortality 
rates that are better than the United States. 

I want to say a word about the population mix in those countries, 
because often when these comparisons are made people point out 
that the heter(^eneity of the U.S. population makes problems here 
so much more oifTicult. 

That perspective I think is weakened by an awareness of what's 
gone on in Western Europe since World War II, with enormous im- 
migrations from former colonies, from the Middle East and from 
North Africa. For example, in Amsterdam, during the past five 
years, 44 percent of the newborns have been bom to foreign-bom 
mothers, manv of them Suranamese and Indonesian. 

Our stud^ devoted a great deal of attention to the birth records 
of the immigrant and foreign bora populations. And without elabo- 
rating in detail on this occasion, I would emphasize that their preg- 
nancy outcome results are also superior to ours. 
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The record of low birth weight in all of those countri^ is impres- 
sive. The proportion of babies bom at low birthweight in many of 
the countries is now down to 4 percent, contrasting with about 6.8 
percent in 'his country, and for minority populations about 12 per- 
cent. 

Population density is a matter of interest. Once again, these com- 
parisons are sometunes discounted on the basis mat dispersal of 
the U.S. population makes our delivery systems more difficult. 

There are models in Europe that are useful in addressing that 
problem. For example, Norv^ay. The Norway population is widely 
dispersed among many isolated communities. And yet the record of 
the participation of pregnant women in prenatal care varies no 
more than jetween 10 and 14 visits in all parts of the country. 
They do such ing^enious things as assuring that every pregnant 
woman who Lves in a remote part of the country, is reimbursed for 
all expenses to move to an area where there is a hospital for a 
period 10 days prior to expected delivery and all of her living ex- 
penses are financed during that period. 

I think the study results are ample to suggest that one can 
achieve superior pregnancy outcome both in areas of metropolitan 
congestion and in areas of widely dispersed rural populations. 

The most remarkable difference in the democraphics of the ten 
countries that we studied as compared to the U.S. is the age specif- 
ic fertility rate. In those countries, the proportion of teenagers who 
bear chir.en is much lower than in the United States, and all 
during the 1970's their fertility rate for teenagers dropped dramati- 
calhr. Ours did not drop very much and ours is about twice theirs. 

That matter has been reviewed by many people but what inter- 
ested me most about the European countries is that the 1970's, 
when their teenage fertility rates dropped most dramatically, was 
precisely the period when most of the countries had eneif^etically 
exTOtnded their financial and service benefits to pregnant women, 
leading no one to the conclusion that teenagers bear children in 
order to take advantage of those financial benefits. 

Another feature of the countries that is of interest is the enor- 
mous range ;n their per capita houselwld incomes. They are gener- 
ally economically favored countries, but a number of them with 
less favorable economic status than the United States are doing 
vastly better as far as pregnancy care is concerned. 

No country in the study spends as high a proportion of their 
groes national product on health care as the United States. And 
studies done between 1966 and 1982 show that 3se countries have 
done a beH:er job of containing the inflationary rises in their health 
carecosti han the United States has done. 

Ilie financing systems for health care in these countries are 
strikingly different. They tend to rely extensively on social security 
payments, on health insurance payments, with sometimes govern- 
ment insurance and sometimes private insurance. But there are 
countricM such as Switzerland where their whole health insurance 
system is completely privatized and dependent on sometning like 
400 different companies. 

An important cmfference though among those countries and this 
country is that in every instance, the central government has de- 
fined standards for care and monitored the financing and delivery 
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of services to make sure that there wrs full equitable and universal 
participation, unlike this country where as many as 25 percent of 
women in prime childbearing years are not covered either by pri- 
vate or public insurance at the time. 

I wont dwell on the patterns of provider systems available in 
these countries, but that information is available. Women general- 
ly have a wide choice as to whether they see general practitioners, 
obstetricians, midwives, public clinics. All of those things in these 
ten countries are extensively available, some choices more in some 
countries than in others. 

In each of those countries, there is an officially recommended 
number of visits for prenatal care and almost without exception 
the number of visits that women make to their health care provid- 
ers meets or exceeds the recommended number. 

There is a ^reat deal that has been said about incentives for 
wcxnen to participate in care and it's true that one of the countries, 
France, withholds certain financial benefits at the time of delivery 
if a woman does not make a certain number of prenatal visits. 
That is not generally true, and the pattern is clear that women do 
seek prenatal care early. 

I'm going to describe to you a whole array of pregnancy-related 
financial and social benefits that are provided and emphasize that 
most of these benefits are arranged at the first prenatal visit. At 
that visit, when pregnancy is confirmed, the aroropriate agencies 
are contacted and women are enrolled for benefits which accumu- 
late all through the pregnancy and for the months following— 
again, a powerful incentive for women to enter care as early as 
possible 

Home visiting is a prominent feature of care for pr^nant women 
in all of these countries. In a number of them, routinely, without 
regard to socio-economic status, a home visit is made by a public 
h^th nurse prior to delivery to make sure the home circum- 
stances and provisions are adeauate for the care of the newborn 
baby. But the most remarkable feature to me was the extent of the 
home visiting post-natally, after the mother and the infant return 
home. Every country makes some kind of provision, at least once, if 
not more times, to visit the mother and infant at home, to provide 
counseling and instruction about infant care. 

The most remarkable program is that in the Netherlands where 
for ten days after delivery, a home visitor goes into the home for 
ei^ht hours every day. During that visit, the home visitor assists 
with the housework, helps prepare the meals, does the shopping, 
looks after the older children, instructs the mother on infant care 
and helps look after the mother's needs. 

When I first learned of this program, I thoi^ht well, that may 
^ork very well for the assertive, well-educated Dutch women, but I 
wonder if it works equallv well for the Indonesian and Surana- 
mese? It does. During 198o, the average number of hours spent in 
the home by a visitor for everv infant bom in the Netherlands was 
64 houra 

The benefits that associate with pregnancy are enormous. There 
are transportation privileges. Women are given first class rail 
travel with economy tickets, an important consideration for nations 
with large numbers of commuters. There are paid leaves from em- 
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ployment consistently in all of these countries. There are birthing 
bonuses without r^ard to socio-economic status to nssist mothers 
with costs of equipping their homes and buying materials for the 
new toby. There are family allowances that help pay the costs of 
childbirth. 

Again, I emphasize that these countries pay less for health care 
than tiiio jountry and though they are sometimes are characterized 
as wdfare states, I went back and reviewed the economic distribu- 
tion of the economies of those countries. They have a smaller pro- 
portion of their total economy contributing to the service sector 
than the United States has. Clearly, whatever we're contributing 
our service sector to it's not for the needs of pregnant women cmd 
mfants. 

The Cesarean section rate, a matte of some interest for lots of 
reasons, mcluding expense, is very <iiflferent in Western Europe 
tMn it is in this country. In this country now about 23percent of 
all uuants are bom surgically, by a surgical operation. The propor- 
tion in Europe L as low as 4.5 percent, which is the rate for the 
Netherlands. 

I mentioned the maternity leave. And I want to record that for 
you. Every country provides paid maternity leaves and sets protec- 
tive lunita on the working circumstances for pregnant women. 

The usual practice of most countries is to transfer women to non- 
strenuous jobs as soon as pregnancy is confirmed. Night work for 
pr^^t women is forbidden except with the women's consent 
The duration of usual maternity leave varies from a total of nine 
weeks to 29 weeks. In most countries, the leave is obligattny. In 
Norway, the father may take up to 12 weeks paid post-natal leave 
r^*"®^ to be the principal caregiver rather than the 
mother. The Federal Republic of Germany and Spain both allow 
either parent to take the post-natal leave. 

The amount of pay that the mother receives during this period of 
leave varies from four countries where 100 percent of her salary 
and wages are paid during the leave to other countries ^ere there 
IS a minim u m fixed payment regardless of her salcuy. 

Tlje interpretation of all of this to me means that impressive 
records of birth weight and infant survival can be achieved under 
enormously vamng circumstances. They include establishing 
easUy understood and readily available provider systems; removing 
all barriers, especially economic ones, to the fiill range of services 
embraced Iw those systems. I would emphasize that aU of the serv- 
ices that I descnbed to you for women regardless of socio-economic 
status are rendered free of chaige or with only the most token fees 
that are waived in the event of need. An important feature is the 
linking of prenatal care io comprehensive social and financial ben- 
efits. 

I think there is no circumstance of demography, of personal and 
national finance or of tradition to providing and paying for health 
rare thai pieciudes approaches that assure appropriate peri-natal 



Careful studies have shown that such an approach would in the 
long run save public expenditure rather than increase it. 

The diversity of approaches in Europe is reassuring. Society can 
care for all pregnant women and newborns while at uie same time 
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protecting other interests. Exemplary and equitable systems of ma* 
iernity care can be Implemented in ways tlmt preserve a woman's 
choice of providers, acknowledge the predominance of physician 
providers, preserve a private and voluntary orientation to health 
care» maintain a role for private insurance, and encourage govern- 
mentally decentralized modes of implementation. 

These are all circumstances that require attention in the U.S. 

Finally, I think patterns of peri-natal care vary greatly from one 
country to another, except in one important resp^. No pregnant 
woman in Europe needs to ask where or how she will receive care 
or who will pay for it. In all the countries studied, various options 
are available, but that variation does not obscure access to well-de- 
fined provider systems universally avmlable. 

I have a full report of the study. It's going to be published as a 
monogr»ph farm by the National Center for Clinical Infant Pro- 
grams in June of this year. We'd be happy to make it available to 
the Committee or Staff Members. 

Thank you. 

Mr. DuRBiN. Thank you. Dr. Miller. 

[Prepared statement of C. Arden Miller, M.D., follows:] 
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P»«PA»ED Statocent OF C. AfDEN MoLiB, M.D., PsonosoR AND Chairiian. Depast- 
i«NT {^Maternal and Child Health, the University of North Carolina at 
Chapel Hill, School of Pueuc Health, Chapel Hill, NC 
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Birth v«l^ts and infant Bunrlyal ars generblly aora favorable 
la vaatara Buropa than in tha United States, a olrotuiBtanoe that has 
attracted ooneent froa health polloy analyete for several deoades- 
Treade during this tlae have deaonstrated continued laproveaent 
iaong all Industrialised nations, hut have plooed the US lover In 
the ranks of nations vlth the beet Infant aortallty rates 
VChlldrea's Defease ruad, 1067). Recent adverse trends for several 
U8 Indicators of aatemal and infant health (Miller, st al, 1966; 
Children's Defense rudd* 1067) have sharpened interest In the 
olrcuastaaces that pertala la the oouatrlss vlth the best 
perforaaaoe records (Vatloaal Ceiiter for Eealth Statistics. 1969). 

Opportualty to revlev perlaatal supports, services, and 
rflaaaolag la Burope oaae la 106a vlth ccapletloa of a survey aaong 
38 cooper atlag aatlcas. The survey vas ccaduoted by a Perlaatal 
Study Group ooaveaed by the Vorld Htelth Orgaalsatloa Regloaal 
Office for Burope (BUBO) la Copeahagea. The Group categorised the 
survey respcases aocordlag to oharaoterlsatloas of each oouatry'a 
health oare systeas as aoaopollstlc. pluralistic, or latsraedlate . 
Moaopollstio systeas of health oare vere ideatlfled as those la 
vhloh . .pregnaaoy aad birth oare Is offered ezoluslvely through 
lastltutloas suoh as health oeaters aad aateralty outpatlsat and 
inpatient departaente. in these institutions all persoaael are 
eaployed by the state." (Vorld Bealth Orgaalsatloa. Regloaal Office 
for Burope, 1066. pp. 7-6). Pluralistic health oare systeae vere 
Characterised as * . . . care durlag pregaaacy aad birth i s provided by 
aldvlvee and dootore la private practice aad, to a lesser extsat 
through lastltutloas. The voaaa is relatively free to chocee the 
type of care she vaats." (Ibid, p. 6). lateraedlate systsas retain 
featuree of both eztreae systea. 

Couatrlee that vere Characterised as havlag aoaopollstlc systeas 
of health care vere excluded froa the follcvlng aaalysls la the 
belief that their esperleace vould bear little relevaaoe to us 
policy. BxolttSlons vere also aade for couatrlee vlth populatloas 
leee thaa cae alllloa, and for those vlth lafaat aortallty rates 
leee favorable thaa the U8. T«a couatrlss reaalaed for analysis 
(Bahlblt 1). 

laolttsloa of Spala and Ireland la the study group arouses 
laterest because they are less af flueat thaa other aatlcas la the 
study. Both of thea have uadertaScen laportaat health eervlce 
referee la receat years and have achieved lapresslve nev records for 
Infaat survival. 



^AmMrmmmrmmmm urn — evtmr mmranm. 

Several clronaataaces about the tea study count rles deserve 
conslderatloa. 

S?^^^atlons of the study count rlss ars substaatlally saalle: 
thaa the US, but this does act aeaa that ooaparlsoas are 
laapproprlate. As laplsaeatatloa of US policies aovss Increasingly 
to atate levels the else of aaay Buropeaa aatlcas beooaes a 
legltlaate couaterpart for ooaslde^lag aodels of oare. 
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BelgittB 
Otnaark 
Franos 

P«d«ral R«pQbllo of Geraany 

Iralaad 

9a w>«r lands 

VoTvay 

Spain 

Svitzarlaad 
Uaitad ElAgdoa 



10.10 
7.71 
9.40 

10.20 

10.10 
6.40 
7.90 
0.60 
7.60 

10.00 
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Souroa: VHO. 1966 



^SOuroa: unci?. 1987 

^Otliar aouroaa raport a rata of 4 for Danaark (VBO. Savanth Raport 
on Vorld Haalth Situation. GanaTa. forthooaing) . 



Coapariaon of huaan aarrioaa tetvaan tha US and Soropaaa 
oouatriaa ara aoaatiaaa diaoountad on tha baaia thnt hataroganaity 
of tha us population ooaplioataa dalivary ayataaa aora than in 
laropa. That raaaoning ia vaakaaad hy a ragard for aigrationa sinoa 
Vorld Var II into Vaatan luropa froa tha Mlddla Baat. Vorth Africa 
and froa Tarioua foraar ooloaiaa. For azaapla. foraign-bom paraona 
aaka up 10.6 paroaat of tha population of Praaoa. 16.7 paroant of 
Svitaarlaad. and 6.6 paroant of tha Unitad Xingdoa (Daaographio 
Yaarbook. 1968). Proportiona ara auoh highar for aoaa oitiaa. in 
Aaatardaa 16.9 paroaat of tha population ia foraign bom (Dooraboa 
and Hordbadk. 1988) and tha proportion for Bruaaala vaa 38.9 paroant 
ia 1981 (Buakaaa. 1966). Tha larga oontributioa of non- 
autoobthonoua populations to tha problaaa of Ohildbaariag ia aoat 
atrihiagly raraalad by data on tha country of origin for ohildran 
uadar fiTa yaara of aga in Aaatardaa ia 1981: 44.8 paroant vara bom 
to noa-autodhthoaoua faailiaa. aoat ooaaonly Surinaaasa or Morrooaa 
(Doomboa aad Hordbatfk. 1988). 

Many raporta (Doomboa and Vordbaok. 1988: Eaainaki at al. 
forthooaiag: aad Bloadal. 1988) oonfim that pragnanoy-ralatad 
utilisation of samoas aad pragnaaoy outooaaa for iaaigraat voaan 
ara laaa farorabla thaa for autoohthoaoua populations, but tha gapa 
ara nalthar graat nor oonsistant. In Svadan (not inolndad aaong tha 
atudy oouatriaa) aon-Vordio iaaigraat faailiaa vara ahovn to uaa 
haalth samoas axtanslvaly aad to hava pragnaaoy outooaaa that vara 
ooaparabla if aot aora favorabla than for iadlganoua Svadaa (Saadby 
aad Irloson. 1979). Doombos aad Vordbaok (1966) oita a study in 
Vast Garaaay daaonstrating that parinatal aortality mtaa aaong 
Turkiab laaigraata vara slailar to tha Garaaa population of tha saaa 
aooioaoonoaio status. 
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All oottBtrits in thm study havs lov^r rstes of lov birthvoight 
than thm us (Baehlbit 1). than m us ratM ar« dlMCgrMtad 
aooording to rao« th« U? rata for vhltas (8.7) la atill 
•ubatantially lilfbar than tlia teat Buropean rataa (4.0) (Offioa of 
Diaaasa Praraation and Haalth Proaotion, 1986). Thaaa dlffaranoaa 
cannot ba azplainad antiraly on tba baaia of dlffaraat rataa of 
taanaga ohlldbaaring . Vban oorraotiona ara aada for otbar known 
▼ariablaa tha oontrlbution of aatarnal aga to lov birthvaigbt la 
saall (Inatituta of Madioiaa. 1988). 

Population danaity ia high in aoat of tba oountriaa. but tha 
azoaptiona ara iaportant. lorvay'a population is vidaiy aoattared 
aaong aany iaolatad ooaaunitiaa. Tha avaraga nuabtr of pranatal 
Tiaita Tariaa only batvaan 10 and 14 in all parta of tha oountry. 
Pragnant voaan who liva in raaota araaa ara raiabursad for traval 
axpansaa and aubaiatanoa for tan daya ia ordar to ralooata to an 
araa naar a hoapital at tha tiaa dalivary ia axpaotad. 

Aaong tha study oountriaa tha uxbanizad portion of tha 
population rangaa froa a lov of 87 paroant for Iraland to a high of 
98 paroant for Balgiua. Pour oountriaa in tha atudy (Franoa. 
Horvay. Iraland and Svitzarland) hava a laaa urbanizad population 
than tha us imCMF, 1967). 

TMa-agi_ttimMajElag. Tha aoat iaportant daaographio 
diffaranoa batvaan tha us and tha tan Suropaan nationa ia tha aga 
apaoifio fartility rata, ftataa for taanaga pragnanoy. sbortion and 
ohildbaaring ara aubatantially lovar in Buropa than in tha US (Jonaa 
at al. 1968). Tha rata of ohildbaaring aaong 18- to 19'yaara old 
voaan ia atriklngly highar in tha m than in tha Suropaan oountrias 
(Bzhibit a). Tha diffaranoa holds for both blaok and vhita US 
populationa and vould ba aran graatar if tha high abortion rata in 
tha US did not intarrupt naarly half tha taanaga pragnanoiaa. Thla 
sntira iasua and ita iinpiioationa for infant aurriral hata baaa 
oarafully raviavad by tha Alan Outtaaohar Inatituta (Jonaa. at al. 
1988). Thair fiadinga auggaat that aga of onaat of aanal aotiTity 
doaa not rary graatly aaong thaaa oountriaa. but tha US diffara vith 
aora liaitad aooaaa to oontraoaption and laaa part ioipat ion by 
childran in orgaaisad prograaa of aaz aduoation. 

A draaatio daollaa ia luropaan rataa of taanaga ohildbaaring 
took plaoa during tha IQTOa vhan tha US rata raaainad high (smbit 
a). Tha lov laral of taanaga ohildbaaring in Suropa ooourad in tha 
oontazt of aztansivaly axpudad aadioal and aooial banafita for 
pragnant voaan inoludlng inooaa supplaaanta to halp v "h tha axpanaa 
of ohild raariag. Thaaa aspandad banafita did not induoa taanagara 
to inoraaaa thair fartility in ordar to taka advantaga of finaaoial 
btnafita. 

fnnaainlil ^Innaa^ Tha par capita Groaa Vational Produot (dP) 
in tha us aad ia Vaatam luropa ia asoaadingly favorabla. but it 
doaa not iadap a adantly aooount for lov infaat aortality rataa. A 
thraa-fold diffaranoa in par capita QVP aaparataa tha Boropaan 
oountriaa vith tha lovaat Taluaa froa thoaa vith tha highast 
(Iralaad aad Spain vith valuaa of Is.aSO aad 18.640 raapaotivaly. 
And Svitzarland vith 117.430). Tha US rata ia highar than for aiz 
nationa vith battar raoorda of infant survival (VHO. forthooaing). 
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Ftabcm 

P«d«ral Republio of Geraany 
zraland 

SvitMrland 
Ualtsd Klnl'.oa 

USA 



31 

32 (1975) 
27 

36 
16 
33 
45 

33 (1975) 
33 

41 



19 (1961) 
11 (1964) 

15 (1963) 
10 (1963) 

16 (1964) 
7 (1964) 

30 (1963) 
37 (1979) 
6 (1963) 
36 (1964) 



64* • (1969) 54** (1963) 



LIT* births par 1000 vom& age 15-19, froa SURO national files, 
Copenhagen. 



Deaograj^o Yearbook, United Vatlons, 1973 and 1963. 



The distribution of proportional shares of household Inooae 
between the highest and lowest qulntlles proTldes Interesting 
Inforaatlon (Bzhlblt 3). The gap betvean rloh and poor Is greater 
in the US than In any country ezoept fraaoe. for vhloh reoent data 
are not arallable. 
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Belglua 

Vetherlands 

Svltserland 

Federal Republlo of Geraany 
Ireland (1978) 

United Klngdoa 
Spain 
Oenaark 
United States 
Praaoe (1975) 



Dlf f awoe aetwea ligheet 
aad Lowest Qalatllee la 

Froportioaal Share of TdrMl 
gmiaehimi T mm fliTj liflil 

30.1 
37.9 
31.4 
31.6 
33.3 
33.3 
33.7 
33.1 
33.3 
34.6 
40.3 



Calonlated froa data In WHO'S fiavnth a t^thi^t u ^port on world Haalth 
hi tuition- Genera. 
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Rttdistribatlon of household inooM to r«duo« pauperira Bight 
hrlAg uny b^Mfits lAOludiaf m reduotion in infant aortality rates. 
But the record olesrly iadioatee that average household wealth that 
is Buoh less than Is the ns, and inooae distributions that are not 
greatly different (Prance, Denmark, Spain) ere oonpatible vith 
highly faTorable rates of infant surrival. Vithout in any vay 
■iniaising the urgency for reducing poverty rates, especially in 
households vith children, a ccnpelling case can be made that 
•elective and direct approaches for inproving pregnancy outcoaes are 
both feasible and desirable even vithin the present inoone structure 
of the U8. The recent records in Ireland and Spain ere espeoiallv 
oonpeUing in this regard. Barcelona, kncvn to have extensive 
barrios of poverty and congestion has an infant aortality rate of 6 
ivmo file, 1086). 

litlmal £iMlflM> Vo country in the study spends as high a 
proportion of giose national product on health oare as the US 
(Izhlbit 4). Countries that esphasise insurance systees to 
reiaburse private physicians on a fee-for-service basis (Belgiue, 
Prance, Federal Bepnblic of Germany, and Svitserland) tend to spend 
more (average 8.8 percent of GIP) than counties that ccnpensate 
providers at a negotiated fixed per capita rate (Denaark, OX, 
vorvay, Setherlaade; average 6.8 percent of GVP) or these vhioh eake 
extensive use of public clinics (Spain, Ireland, and in sone areas 
the 01 and vorvay; average 6.3 percent of GVP). 

Predcninaat health care provider systeas and their means of 
financing vary greatly among the luropean countries, but they have 
been consistent in pursuing vigorous polioiee to reduce 
hospitalization other than for childbearing (WHO, forthcoming). 
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4.3 


Svitserland 
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Tbmf half also wpbrnslMd or|«ais*d ooamnlty ••rvicMS vith 
d«osntralis«d adainlstrfttion uadar uiufora afttionaX standards for 
prsTsatlTS Bsasurss. iBorsasiaf rssponslbility for health ssrvioes 
has hssa plaosd oa looal gorsniMntai jurisdictions as ths role of 
osatral lorsnBsnt has bssa strsngthsnsd for standard setting, 
aoaitorlaf sad overall fiaaaoiag. Iraa la Svitzerlaad. prohably the 
■est priTatizsd systsa of health care aaoag the tea study couatries. 
aatioaal periaatal serrioe staadards ars defined and their 
lapleaeatatioa is subsidised by goveraaen^ greats to the iasuranoe 
coapaaies. 

Aaalysis of eocaoaic grovth in the torcpeaa ooaauaitxes reveals 
that the serrioe sector of the eocaoay is ao hlghsr thaa for the US 
aad during i^he past decade has grova ac acre rapidly (Tor Id Bank. 
1066). Studies betveea 1906 aad 196a shov that the Buroprsa 
couatries, erea with their geaerous uaiTsrsal satitleaeats to health 
serrioee. hsTa doae a better Job thaa the 08 la ocataiaiag risiag 
health care costs (Abel*8alth, 1969). 

**^1tfc f^*l naar**1lf airt HsIIttt Flaaaolag systeas for 
hsalth care are strikiagly diffsreat aaoag ths count riss. and bear 
ao coasisteat relatioasalp to differeaoes la prerailiag health care 
proTider systeas. lasursaoe aad social security scheass 
predO Bla ate, praaiua payaeats beiag aade both by eaployers and by 
workers as wags deduotions. lasuraaoe aay be gcreraaeat rua or 
coatrolled (letherlaads. Spaia. Belgiua). predoaiaaatly private 
(SvltaerlaBd) or a ooabiaatioa of public sad private systsas 
(Fsderal Republic of Geraaay. PraaOA). la four couatries. all of 
which rely predoaiaaatly oa offioe-bMed praotitioaers for priaary 
cars, f la a aola g ooaee eatirely or la large part froa geaeral tax 
reveaues fOeaaark, UE. Irelaad» Vorvay). 

The dlf feraat forme of health care fiaar >lag are categorized ia 
Ishiblt 5. Za that taaEoao^y the 08 would be categorised as haviag a 
publio/priTate systen of flaaaolag. PubUo systeas ia the US 
laolude Medicare » Medloaid, aad Title ▼ of the Social Security Act 
specifically for Materaal and Child Bealth servioes. Isalth oars 
flaaaolag la the OS dlffsrs froa the other oouatries la two 
iaporta^t reepeots. The first is that uaifora aatioaal staadards 
for periaatal care, as for other health serrioes, havs act beea 
developed, aad beaoe lasuraaos ooapaalss sad provider are act 
aoaltored to aalatala ooasisteat partioipatioa la quality care. The 
seooad aajor dlffereaoe is the OS failure to achieve uaiversal 
coverage of the populatioa la cae or aacther soheae for health care 
flaaaolag. 

The diversity of arraageaeats for health care flaaaolag ia 
lurope should aot obsou^ a theae ooaaoa to all couatries. lo 
aattsr what the f la a ao l a g systea. evea whea private lateraediaries 
partioipate ezteasively. oaatral goveraaeat has defiaed the ssrvioes 
that are to be provided aad la the iastsaoe of aateralty oare has ia 
every oouatry reaoved all barriers to those services. The full 
raage of periaatal services is provided without oharge to wcaea of 
all socioeooaoalo levels, with oaly a few alaor fees that ars 
readily waived la the eveat of aeed. 
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In ••▼•ral count rlM (MlglnB, Praiio«, FRG. Vorvay, SvltMrland) 
U9ual proo«dttr« is for a pregnant voMn to sMk pranatal oar« froa a 
gasaral praotitionar or obatatrlolan of har ohdoa. In Danaark and 
tha OK arary paraon la raglatarad vlth a ganaral praotltlonar vho 
•arras aa a gatakaapar to othar aarvloaa. In tha OX that 
praotltlonar ordinarily oontlauaa pranataX oara for nnooaplloatad 
pragnaaolaa, arranging for a Tlalt vlth tha aldvlfa and 
oontnltatlons aa naadad vlth ohatatrlolaaa at tha hoapltal vhara tha 
voaan la hookad for dallvary. In Danaark a pr«oiaa aohadula la 
follovad laolndlng tvo vlalta to an obatatrloli n. f m to a aldvlfa 
(pnbllo aaployaa) and thraa to tha gaiiaraX praotltlonar. Publlo 
ollnloa ara an option for oara In Vorvay. 

In tha Vatharlaada a voaan flrat oontaota a gtnaraX praotltlonar 
and than aakaa a daclalon to oontlnua that oara or ha tranafarrad to 
a prlvai^aly praotlolng aldvlfa vho voold alao dallirar tha haby. An 
obatatrlolan la aaan only for ooaplloatad pragnanolaa. In Iraland 
and Spain voaan any aaah oara froa an obatatrlolan or ganaral 
praotltlonar of oholoa. but raoant aaphaala haa foouaad on tha uaa 
of aultl-dlaolpllnlng prlaary oara publlo ollnloa. Tha ganaral 
praotltlonar 'a rola haa daollnad asoapt aa a participant In thoaa 
ollnloa. Tha tradition la atrong for apaolallata. auoh aa 
obatatrlolana. to ba hoapltal baaad and to randar thalr 
oontultatlona in hoapltal out*patlant dapartaanta. 
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MldvlTSt ar« exttasivtly involT«d in Burop^an aaternlty oar«. 
thmlT vork it ordinarily oonf in«d to hospitals and to randaring 
pranatal oara in aoltiditoiplinary oliniot, asoapt in tha 
Vatharlanda vhara aidviTaa ara indepandant offioa-baaad 
praotitionart . In Oanaark aldvivaa ara gOYarnaant aaployaat and 
vork out of publio offioaa or oliniot pitftioipating in a aokadula of 
rontina prenatal oara that inoludaa viaitt to a ganaral practitionar 
and to an obatatrioian. A 1M4 gOTamaant raport Vonray 
raooaaanda tvalva antanatal vitita for unooaplioatad pragnanoias, 
half of tha viaita to a aidvifa and tha othar to a ganaral 
practitionar. In aott ooontriat aidviyat attand unooaplioatad 
daliTariaa for voaan vho hara raoaivad routina pranatal oara froa 
offioa-baaad ganaral praotitionart. 

—Kn^ m4^4^ Pttblio olinioa ara ■oaatiaaa ragardad aa an 
availabla altamatlTa to oftioa haaad phytioiaa praotioa (Bzhihit 
6). 7n Vonray, for azaapla, aaoh amaioipaUty ia raquirad to 
aaintain at laaat ona puJttlio aultiditoipliaary haalth oantar avan 
though oara by offioa-baaad aadioal praotitionara nay ba raadily 
arailabla. In aoaa othar oountriaa aultidiaoiplinary publio olinios 
hara baan daralopad in aalaotad looalaa to anhaaoa sarrioas for 
hard-to-raaoh populatioaa (Balgiua, unitad Kiagdoa). Sararal 
oountriaa hava aithar phaaad out public olinioa or hara alaotad not 
to daralop thaa ia tha baliaf that aooaat to physioiaaa' offioaa it 
both aaaurad and uni^araally utilisad (Daaaark. Vatharlands. Padnral 
kapublio of Garaany. Svitsarlaad, and Franca). Only tvo oountriaa 
in tha study (Iraland and Spain) haTa pursuad a racant policy that 
draaatically aztanda publio olinioa and ralias on thaa aa a 
BUltiditoiplinary focua for priaary aadioal oara. including 
parinatal oara, and for a nuabar of social aupport sarricas. 



Vet arailabla azcapt in tha out-patiant dapartaantt of 
hoapitala : 

Fadaral Rapublio of Garaaay 

Vatharlaada 

Svitsarlaad 

An option for pranatal oara. at laaat in toaa araaa: 

Unitad Kingdoa 

Iraland* 

Spain* 

Franca 

Balgiua 

Vonray 

Danaark (for Titita to Midvifa) 



*kaoant polioiaa tha^> axpand publio olinioa 
Souroa: lure Sunray 




Eara-ZhKfc.Jttizlda. 
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Bo'ch count rlM v%v tmo9d vith thm n—d. to iaprov« health oondltlons 
without Mjor InortaM la •zp«aditurt^« . In both oouatries these 
gc%ls have been lapreeeively realized. 

^«m>mm Am^mm^M Y\m**^m The offioially required or 
reoonended number of antenatal viaitR for the unooaplioated 
pre|nanoy varies enoraouely (4 to 12). The average nuaber of visits 
actually aade oloealy approxiaatee or exoeeds the reooaaendations 

(Bzhibit 7). 

mZBIT 7 

Of Aat«aatal Vialte (1961-6a) 

Average Aotaal 
Ufa! or — n. lo, ■DBbsz__ 



Belgiua (Prenoh , 
Speaking Sector) 7 9.4 

Oenaarh 10 8 

Prance 7 9.9 

letherlands la 12-14 

Vorvay 12-14 39% of voaen >10 

Svitzerlaad 3-4 9 

United Kingdoa 12-13 10-12 (Soot) 

Federal Republio 

of Geraany 10 HD 

Ireland 6 10 urban 

9 rural 

Spain n> VD 

ID - Vo Data 

Adapted froa Blondel. forthooaing; EURO Survey 

'proa Vandenbuseohe. wollaat and Buekene. Brit. J. Obstet 9 
Gyneool. 1908, 22:1297. 

in— Tleltlf Hoae visiting is a feature of nearly every 
oountry's aatemity oare. aore oonsistently praotioed after delivery 
than as a part of prenatal oare (bhibit 6). Koae visitors are 
soaetiaes aidwives but they are aore often nurses vith speoial 
training for hoae visiting. Vo country aakee use of health aides or 
Indigenous workers as hoae visitors, exoept possibly the vethei lands 
where an extensive postnatal hoaeaaking servioe suppleaents routlv'A 
postnatal visiting by the aidvife or general practitioner who 
rendered prenatal oare. 
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miBXT a 

WrWI YTBriTBi 

(Data not available for Spain) 

A. mn^TAL - 

Always at least onoe - 
Retlierlands 

Belgiua (unevenly Isple^nted) 
'Denaark (unevenly laple.rtented) 

Only for ooaplioated pregnancies or to check on 
clinic noA-attenders: 

Honray 

Prance 
* Ireland 
*United Kingdom 

Belgiua 

Switzerland 

Federal Republic of Geraany (not an extensive 

prograe) 

« 

fell developed prograa for non-attenders . 



B. foenuTAL Bcm visits 

Always f.t least onoe 

Denmark 
Ireland 

Netherlands ^aily visits by a aatemity 

care worker for up to eight hours 
each day through the lOth post 
-partuB day) 

Norway 
Switzerland 

United Kingdca (daixy visits by a midwife or 
health visitor for 10 days) 

Belgiua 

Oaly for special indications: 

Federal Republic of Geraany 
France 



Source: BURO Survey 



Postnatal hoae visiting in the Netherlands is a centra: theae of 
aaternlty care, ^^ery wjman is visited at home either by the 
midwife cr general practitioner. lu addition a specially trained 
aaternlty hoae helper stays at hoae with the aether and infant for 
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up to eight houjB a day until th« 10th po»t-partu« day. The visitor 
helpe vlth infant oere, shopping, housekeeping, aeea preparation and 
oare of older slhllnge. m 1966 each newborn and aother received an 
average of 64 hours of postnatal hoae visiting (verbrugge, 1967). 
For this service the faally pays only a token fee. 

In all countries postnatal hose vlsltlrg Is seen as a aeans for 
counseling about infant oare, for follov-up on the aether's health, 
for advloe on family planning, to initiate or follov-up neonatal 
screening procedures, and to arrange for additional appointaents for 
the Infant and aether. 

Tanantlvaa te Pmytlnlpaf in 9^^^.m^ (^-^ tvo oountrles 
(Pranos and Federal Republlo of Geraany) finanoial benefits, payable 
at the txmm of delivery, have been withheld if the voaan did not 
partlolpate in a specified nuaber of prenatal visits, in Vest 
Geraany this practice has been discontinued and the benefits are now 
rendered without reference to prenatal visitation; only France 
continues the practice of offering a finanoial bonus for vcaen vhc 
have aade at least three prenatal visits. 

The French systea places incentives in an explicit and overt 
context vlth scae punitive iapllcatlcns. Another vay of considering 
Incentives is to regard the full range of benefits and supports, not 
all of thea financial, associated vlth ohildbearing as incentives to 
enroll in prenatal oare. ^neflts and services include: 
transportation privileges; early booking for delivery according to 
the voaan 's preferences; paid leaves frc eaployaent; birthing 
bonuses; faaily allcvanoes; and hoae via.tors vhc counsel, instruct 
CkAd even help vlth the shopping and housevork; preferences in 
housing; and children's allovanoes to help vlth the costs of child 
rearing. All these are pcverful incentives to register the pregnancy 
and iapending delivery vlth the appropriate agencies, procedures 
ordinarily aocoaplished at the first prenatal visit. 

In all Suropean countries in the study the incentives for 
participating in prenatal care are strong, and the barriers are 
nearly non-ezlstent . Rather than ask vhy pregnant vcaen participate 
so early and so consistently, the question eight instead be posed as 
•Why vouldn't they?' 

mnmm %MMwm^4mm proportion Of hcae deliveries has declined 

everywhere and reaains high only in the vetherlands. where it 
represents ofnoially supported policy (Sxhiblt 9). 





39 



hkibzt 9 

Komm lM±WT±mm mm a Proportion 
of All VmHymrlmm (1979-6a data) 



BalgiuB (1984) 0.4% 

Denaark 0 . 5% 

France 0 . 9% 

Federal Republic of 

Geraany 1 . 0% 

Vetherlands 39.4% 

United Kingdoa 1.4% 



Precise data are not available for other 
countries beyond notations that hoae 
deliveries are rare or nncoaaon. (EURO Survey). 



The high rate of hoae deliveries in the Vetherlands stands apart 
froB all other nations. The Dutch insurance systea vill not 
coapensate for an obetetriciaa's services or for a hospital delivery 
in the absence of a specific aedical indication froa an authorized 
list. Vev perinatal fuidelices in Denaark encourage hoae deliveries 
vhioh are increasing in scae parts of the country. 

n«i4«i^^ Precise data vere not available on the 
duration of hospital stay for chlldbearlng. but evidence is 
suggestive (e.g. Denaark. Ireland. Vetherlands) that it is longer 
than in the U8 and that ehen the stay is less than five days the 
postnatal hoae visits are increased in frequency and duration. 

The Vetherlands provides arrangeaents for deliveries that are 
neither fully hospital nor hoae based. A Polyclinic delivery allcvs 
a voaaa aad her birthing attendant to arrange for delivery on 
hospital preaises. and to stay for up to 36 hours « then to return 
hoae for the usual pattern of hoae visiting. The delivery is not 
recorded as a hospital adaission aad hospitals are not coapensated 
on that baaie. About one-third of the nation s deliveries confora 
to this pattern. 

Caesarean section rates are consistently lover than in the US 
(Exhibit 10) where in 1069 it vas 33 percent (Placek. 1986). Trends 
are upwards in all countries. All countries in the study aaintain 
neonatal intensive care units and rapid transport for distressed 
infants who require euoh services. 

nf flira. Continuity of care in the sense that one 
provider attends the saae patient throughout the prenatal. 
intrapartuB and postnatal periods is not a proainent feature in any 
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of thm ooimtrl«0. Comuiity prrxytitiOMrs, «lieth«ir in private 
praotiM or vorkinf In ooaaunlty ssttings do not ordinarily have 
aooess to hospital oare. Cominloations aaong different providers 
beooae argent beoaoM a pregnant voaan nay receive prenatal oare in 
■ore than one setting (praotitioner's of floe and speoialist's olinic 
at the hospital, be delivered by yet another provider (hospital 
based aidvife), and be Tisited postnatally by soaeone else. 
Coaaunioations aaong the various providers are facilitated by having 
the voaaa carry her ovn record or part of it. 



IIT 10 



Section Bates 
Per 198S, oaiaaa Otharwlse lalloated 

Belgiua 6.1% 

Denaark 12 . 6% 
Federal Republic of Geraany (Bavaria) 13.2% 

Prance (1901) 10.9% 

Ireland H.D. 

Hether lands 4 . 9% 

lorvay 9.4% 

Spain V.O. 

Svitserland 9.D. 

United EingdOB 10.1% 



(HOTB!) 



9.D. Vo Data 



Source: International Office, Vational Center for Health 

Statistics, Departaent of Sealth and Huaan Services. 
KyattSTille, HD. 



■very country prcrides paxd aatemity leaves and sets protective 
liaits on the vorklag oircuastaaces for pregnazLt vo^n. usual 
practice in aost ccuatries is to transfer «oaen to non-strenuous 
jobs as soon as pregnancy is confiraad. Sight vork for pregnant 
voaen is forbidden In the lather laude, Belgiua. Svitserland and 
Federal kepubllc of Garaacy, although ezoaptions aay be •lade in 
certain j<» categories or vith the voaan's consent. The lav in 
several oountries specifies that vages vii: continue during absences 
for prenatal visits or classes. The duration of usual aatemity 
leave varies froa a total of 9 veeks (Ireland) to 89 veeks (OK) 
(ixhlbit 11). 
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mXBZT 11 



Ireland 

HtthArlands 

Vorvsy 

B«lgi«a 

SvitMrlaad 

DeiiBftrk 

Ptderal Repoblio of Geraany 

United cingdOB 

Spain 

Pranoe 



6 
12 
6 
6 
4 
6 
11 
ID 
6 



6 weeks 



14. 
24 

2fr 
HD 
6 



6 
6 
6 
6 



3 weeks 



Leawe is extended for preaature delivery 



ID - 9o Data 

Sooroe: lerodiaoonou, 1966 and toro Surrey 



In aoet oovntries the leave is obligatory. In Switzerland. 
Vorway and Belgina the woaan nay elect to work until delivery and 
add tlie allowable prenatal leave for an extended postnatal leave. 
Siailar postnatal extensions are peralssable in tbe event of 
preaature delivery. In Vorway the fatber aay take up to 12 weeks 
paid postaatal leave if be is tbe principal c»re giver: tbe federal 
Sepublio of Geraaay allows eitber parent to take postnatal leave. 

Tbe aaount of pay during aatersity leave varies as indicated in 
tzbibit 13. 
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AaoBBt of Pa J— at 




Bdlgiva 

Federal F public of Geraasy 

Vorvay 

letberlande 



100% of Ko«.^er* salary 
(usually to a 
aaximia level) . 



Desaark 
Fraaoe 



90% of salary 



Spaia 



75% of salary 



Ireland 

United Kingdoa 
Svitzerlasd 



A fixed payaent 
regardless of salary 



Source: lURO Survey and lerodiaoonou , 1960 



The souroe of funds for the payaent of leaves varies 
oonsiderably. it is aore often fvoa social security or liealth 
insurance funds than directly froa the eaployer. a cirouastanoe that 
aay protect against descriaiaation in the eaployBsnt of vomu of 
ohildbearing age. ^ 

Leave can oft«a b-i extended on an unpaid basis vithout loss of 
job or job related benefits. Suoh extensions are possible in Prance 
and the Ped«ral B^publio of Geraany for one to three y«ars. in 
Belgiua the period of leave is extended (unpaid) to th« end of the 
fifth Bonth for aethers vho breast feed. All couatriae -roride that 
in the event of illness additional paid sick leave nay be given on 
aedical aathorisation. * 

Payaent during nursing breaks is ordinarily assured, ranging 
froa tvc one-half hour intervals to cvo fuJl hour periods each dav 
(Prance. Vorvay). ^ 

Maternity grants or bonuses, without aeans testing, are paid at 
the tiae of child bearing in all countries except OsuMrk. The 
payaeats are intended to assist with the cost of supplies and 
equipaent for the nev baby. Svitserland pays at additional bonus for 
aethers vho breast feed. 

In all countries family alloiraaoes are paid for e^ child on a 
nonthly basis, ordinarily until adulthood or until ^oapletion of 
education. The aaount of the aonthly allovance varies aooording to 
the nuaber of children, bvt typical payaents are shovn in Exhibit 
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8oM tpsoial Battrnity r«lat«d oonsld«r«tio&s Ar« not^vorthy. 
Btlflva aliov0 pregnant vOMn first olass r&ll traT«l on a Moond 
olAM tlokst - a vay of aasurinf a Mat for praf na&t voaan la a 
yopnlatloa of ooMmtara. SpaoiaX additional oonaldaratlona are 
flTaa to alnfla Botliara la aoat oouatrlaa. Prior Itlaa for day care 
and for publlo hoaalaf are veil established for vorklag aothers or 
for large families. 



Aaout of Moatkly F ay — a t aa a Aildraan Allovaaoa 



FOR TWO CHIUBKM - 

10-18% Of aTerage aoatlily vage 
Belglu 

Federal Sepubllo of Geraaay 
Franoe 

Ualtod KiagdOB 
Mtkarlaids 

a-5% of are/age aoatlily vage 



CoBoera Is souatlag that la tiie Ualtod States adeqoaoy o. 
sttpporta and semooa on behalf of voaea of ohildbearlag age and 
their infaata la aoi adaqoatoly reaponslYe to their aoed (Miller et 
al. . 1000). Uttle aore than half of praotlolag ohstetrioiaas vill 
see Medloald patieata (Qrr and Forrest, 1068). For the natioa as a 
whole tveatj-fivs peroeat of voaea of prlae ohildbearln| age are cot 
proteotsd tar either pohUo or ^ivate health lasoraaoe (Gold and 
Keasy. 1008). The oaarges for ohildbearlag raage formidably betveea 
thrse and flTO thoasaad dollaro (estlaatsd on average to be 13.100 
for a noraal dellTery aad $4,000 for a o ae s arean seotloa la 1008: 
Ceaaey AM. st al, 1006). More thaa tveaty peroeat of pregnant voaea 
aad a greater proportloa of alaorlty voaea fall to reoeire early 
preaatal oare (Matloaal Coater for loalth Otatlstlos. 1008b). The 
^•oord has beea vorsoalag slaoe 1001 (Miller. 1006). 

Data oa postaatal hoae Tisitlal la the UO are geaerally aot 
available. la oae sa^thera state TvC) vlth a high lafaat aortaltly 
rats hoae vlstls doriag lOOO vere made to oaly 00 pereat of babies 
bora vslghiag less thaa 3.3 pounds. 



mZBZT 18 



Daar^^k 
Iraiaad 
Vorvay 



Svitserlaad 



Oooroe: lerodiaooaou » 1006 
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Thm tiirop«an 6zp«ri«iio« Buggssts thftt thm— problMw havt 
rMdlly avallabl* soliitioas vhlcOi requlr* for tlMir iBpleaentatlon 
0OM InltiatlTSs and inspirfttion mt th« higlMst levels of 
gOTsrsMnt. Qoiok flxas vill not •uffioa. Specif io strateglM such 
«• support for hoM Tlsitiag, better ooepe&eetion for phyeioian 
providers, and prograee of high risk eoreeniag aay eaoh be a part of 
the somtion, bat these strategies vill vork only in the oontezt of 
operative polioies that assure universal participation of pregnant 
voeen in basic services and supports that are appropriate to their 



Additional localised deaonstration projects are scarcely 
required. Their nunbers have been legion over the past three 
decades. The viadoa froa successful deaonstratiors needs to h9 
institutionalised for the benefit of all vcaen of childbeariag age. 

The diversity of apprcaohes in Burope is reassuring. Society 
can care for all pregnant vcaen and nevbom infants while at the 
saae tiae protecting other interests. Bzeaplary and equitable 
systeas of aatemity care can be iapleaented in vays that preserve a 
voaaa's Choice of provider, aoknovledges the predoainance of 
physician providers, preserves a private and voluntary orientation 
to health care, aaintains a role for private insurance, aitd 
encourages a gcvemaeatally decentralised aode of iapleaentaticn. 
These are all interests that would require attention by a universal 
system of aatemity care in the 9B. What aust be challenged is the 
orientation that access to appropriate services is every voaan's ovn 
responsibility. Society has a role. That role requires: reaoval of 
all barriers to care, assurance that appropriate services are 
available and accessible, and provision of supports and protections 
that are not othervise available. 



Reviev of pregnancy related supports and services in ten western 
Buropean countries vith outstanding records of instant survival and 
lov birthveight suggest that favorable records of birth veight and 
infant survival can be achieved by: 

o establishing easily understood and readily available 

provider systeas : 
o reaovinf all barriers* especia:bly econcaic ones, to the 

full raige of services eabraced by those systeas: 
o linking irenatal care to ocaprehensivw social and 

financial benefits that enable pregnant voaen and nev 

aethers to protect their ovn vell-being and to nurture 

their infants. 

Most of the countries havo established iapressive prograas of 
outreach featuring hoae visiting. It is priaarily designed to 
retain pregnant voaen in prenatal care, and to enrich it, rather 
thMA to recruit voaen into care, woaen appear to be attracted into 
oare in order to avail theaselves of the substantial aedical and 
sccial benefits that attach to pregnancy and childbearing . 
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^,^J^ ««rop«*a •zp«ri«ao«. and uny speoiaX proJeot8 in our ovn 
oeoAtry. hmy dmnttrftt^d that tlM visdoa and t:i« mm ar« 
amiabl* for thm nation to iaprora vastly ita parforaanoa for the 
oara of pragaaat voaan and navborna. 9o oirotmatanoa of daaofiranhy 
of paraoaal op national fiaaapa, or of tradltiona that attach to 
proTldiaf and paylaf for haalth oara praolnda approaohaa that aaaura 
appropriate parinatAl oara for avary pregnant voaan. The atratetfiea 
for prondiaf that aaauranoe are veil deaoribed. Carafal atudlea 
hare shown that suoh an approach vonld in the loag ma aave public 
expeaditures rather thaa laoreaae thea (laatitute of Medioiae. 
^?5'^1^^ requlre^nta for the aoat expeaalTe aerrioea are tfreatly 
reduced beoanae of the lover ratea of lov birthvei|ht. 

The S^ram of prorldlai adequate prerentive care for pragaaat 
voaea ii the V8 ia aeither Mdioal aor flaancial. it ia political. 
The aeaaa are amiable to do a better Job. Maay couatriea vith 
fever reaouroea thaa the U8 are doiag it. 
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Mr. Dubbin. James Garbarino, president of the Erikson Institute 
for Advanced Study in Child Development, Chicago, IL. 
Dr. Garbarino. 

STATEMENT OF JAMES GARBARINO, PH.D., PRESIDENT, ERIKSON 
INSTITUTE FOR ADVANCED STUDY IN CHILD DEVELOPMENT, 
CHICAGO, IL 

Mr. Gabbabino. Thank you. It's a pleasure to be here. 

Fve been asked to address prevention issues and opportunities in 
the early childhood period, roughly ages 2 to 5. And I want to focus 
on three such opportunities. 

The first is preventing academic failure. Early in this century, 
our society could and did accept a low standard of normal academic 
achievement. Indeed, 50 years ago, less than half of all students 
graduated from high school, and ''dropping out'' was the rule 
rather than the exception. 

Now we have raised our standards for full participation in socie- 
ty, and we want all children to succeed in school. Trns means that 
preventing academic failure early in life has become a national 
need as never before. 

Although infancy is a critical time for basic intellectual develop- 
ment, it IS in the early childhood period that the specific founda- 
tions for academic success are laid. A growing research base indi- 
cates that a culture of literacy provides the foundation for learning 
how to read and write. That is, rather than learning to read early, 
it is preparing to participate in th!\t culture of literacy that is the 
precondition for the later success of instruction. 

We believe the lessons we have learned from studying the foun- 
dations of literacy apply to mathematics as well. By providing liter- 
acy-promoting activities, motivated parents and professionals and 
members of the community can communicate the message that 
children need to become fully conversant with ''the academic cul- 
ture." 

Tliis involves the message that reading is important, that the use 
of written materials is a natural event in the hves of children, that 
parents value literacy and mathematics. 

Thus prepared, young children are ready to start school not as 
aliens to the materials, the expectations and the themes of academ- 
ic life, but as natives to that peculiar academic culture. This is cru- 
cial if schools are to succeed in a widespread way in their mission 
of teaching basic skills. 

For example, many kindergarten teachers report that they can 
handle one child or two children who are culturally unprepared for 
school without disrupting the learning of other cmldren. However, 
when several children are culturally and socially unprepared for 
classroom life, the result is to disruirt the learning of even those 
who are ready. As we know, many lundergarten classrooms today 
contain many such unprepared children, children who in effect are 
aliens to the school ratner than natives to its culture. 

Early childhood education programs that promote the academic 
cuUure can make a difference in school failure rates. These effects 
we evident, as you heard earlier, in longitudinal studies that dem- 
onstrate an effect in reduced dropping out, reduced placement in 
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special education classes, and reduced illiteracy. And they go 
beyond these academic effects to include reduced unemployment 
and reduced juvenile delinquency in adolescence. 

A second area in which prevention in early childhood works is in 
efforts to make the environment of the child safer. As you heard 
ewher, groj^ public and professional concern about the costly ef- 
tects of chil^ood uyunes has been raised and this directs our at- 
tention to efforts designed to reduce the incidence and consequence 
I^T "Uunes, particularly in the early childhood period^ 
Such efforts can make a big difference if they are effective in 
transiting basic epidemiological knowledge into effective behavior- 
al and en^nmental change. For example, we know that automo- 
bile related usuries to children can be reduced si^iificantly if ap- 
propriate protective devices are used regularly. We know that 
tamper-proof bottle caps have red'iced childhood poisonings. The 
available research tells us that we can make the world of the 
young child safer if we act both with r^ation and educational 
programs. 

Tliis«tends to iiyuries resulting from child maltreatment as 
weU. Programs of early relationship building, parent education, 
and particularly home health visiting early in life predict reduced 
uyunes due to assault in the early childhood period. 

It IS particularly important I think to recognize that that same 
home health visiting program that you heard can reduce early 
medical comphcations, prematurity, low Wrthweight and so on, can 
ali»produ(» lowered assault rates against children later in life. 

One particular finding for example noted that a home health vis- 
iting pro^^ ahnost totally eliminated spanking children at six 
months of age, which was very common in the unvisited high-risk 
comparison group. 

A third area of preventive work lies in minimignng the stress to 
young chUdren posed bv what some have called "the new demo- 
^phics of Amencan famUy life. By this we mean, of couise, the 
shift away from mothers as sole caregivers of young children to- 
wards mothers as workers outside the home in the labor force, and 
also has meant the increased number of young children growing uo 
m single parent households. e "is «i/ 

Both changes produce an increased need for child care beyond 
what the unmediato family can provide. The fact of the matter is 
that most young children spend some of their time in preschools, 
'fay care homes, child care centers, or in the care of relatives 
beyond the nuclear family. 

^^Inle the debate over the developments impact of child care 
outside the home is not finally resolved, there is an emereent con- 
sensus among the researchers working in the field that good qual- 
ity day care for two- to five-year-olds need not be a threat to devel- 
opment. 

It can, in fact, enhance development. On the other hand, poor 
quality <»re is a threat to development in many cases, and com- 
pounds Uie negative developmental impact of otiier risk factors. 

For this reason, we can say with assurance that high quality care 
18 an essential element in any national prevention-oriented cam- 
paign aimed at early childhood. 
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The critical features in this prevention program are building the 
resources necessary to permit adequate training, low chiid-staff 
ratios and career development for caregivers, whether they be 
center-based or family day care homes. Oke mass transportation, 
high quality day care is a basic component of a modem society. 
Like mass transportation, it requires community subsidy to main- 
tain high standio^ of service and quality across the board. 

Recognizing these three areas for preventive programming is not 
enough. We must also address several policy issues that envelop 
these programming themes and upon which the long-term success 
of these initiatives will depend. These issues may be stated as a 
series of qu^ions: 

How powerful will we allow low income to be in shaping the lives of children? 
What level of responsibility will the community assume for the wellbeing of 
yoiuu children? 

Wul we permit prevention programs to 'skim' off the cream of the crop of poten- 
tial service recipients or will we irsist that programs are comprehensive and reach 
the entire population in need? 

Will preventive interventions be under the direction of institutions attuned to tV^ 
special needs of young children, or will they be driven by the agendas and ideologies 
of institutions primarily concerned with older children, or in meeting the needs of 
adults? 

Let me say briefly something about each of those questions. 

First, low income: The United States is nctable among modern- 
ized nations in that family income is a very powerful predictor of 
basic well-being for young children. It is one thing for income and 
social class differences to predict differences in cultural taste— for 
example, whether or not one watcher ^ S, drinks white wine or 
eats brie. It is quite another to say that income and social class will 
predict such basics as child mortality rates and functional illiteracy 
and 80 on. As things stand now, they do in our country. 

Second is community responsibility: For any research-driven pre- 
vention policy to work, it must assume that the conmiunity has a 
clear and explicit responsU>ility for young children. Currently, we 
define early childhood as a domain in which famiW privacy is the 
preeminent value. Thus, young children are oniciallv invisible 
from the time they leave the hospital after birth until they are re- 
quired to begin formal education at age six. This, I think, reflects a 
lack of expression of community responsibility. 

For example, when I moved to Illinois a couple of years ago I 
brought to the state both a three year old child and a three year 
old automobile. The State of Illinois was very interested in the 
status and condition and location of my automobile, and required 
me to present it to register, to have it inspected. But my child was 
officially invisible. 

I think that kind of attitude makes it very difficult to focus effec- 
tively on preventing harm to young children. 

Next, skimming versus comprehensiveness: Any prevention pro- 
gram that simply opens its doors and invites participation is likely 
to skim off the easiest to reach families and miss the children most 
at risk for academic, social and health failure. 

The issue thus is whether or not prevention initiatives are active 
in reaching out to achieve a high degree of comprehensiveness. As 
you heard earlier, even Head Start, our Nation's flagship early 
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childhowl intpr.-snti<m program, only reaches a relatively small mi- 
nority or thote for whom the program is intended. 

Next, child-iocused institutions: As institutions move into the 
field of prevention in early childhood, a series of concerns emerge 
about ideology and agenda. For example, there is currently a great 
deal of concern about public school systems taking on responsibility 
for early childhood educatior programs. 

Part of this concern is the .ear that schools will simply impose a 
watered-down elementary school curriculum onto three and four 
year olds. Young children need a curriculum much more clearly fo- 
cused on play, particularly fantasy play, to enhance their develop- 
ment. 

SunUar concerns arise when profit-making institutions enter the 
field of childcan. Here the concern is tliat management geared to 
maxunmng the bottom line is not necessarily compatible with 
meeting the developmental needs of young children. 

One Imal policy concern serves as a context for all that has gone 
before. Prevention programs ajned at young children rarely sue- 
ceed unless they involve a sympatheti- aistitutional setting. Even 
the best model programs can become nonfunctional when set 
witbin a hostile or incompetent institutional situation. TTiis is a 
rn^or issue confronting many efforts to iiyect innovative early 
chiidfc od education model programs nito school aystems and child- 
carp institutions that may be plagued by cultural : sensitivity, bu- 
reaucratic inflexibiUty, administrative stifling innovation or 
staff incompetence. 

Years ago, curriculum development specialists sometimes sought 
to teacher proof ' their materials as a way of ensuring that the 
materials would have the desired effect regardler j of teacher moti- 
vation or skill. This did not work. 

Now we face the problem of programmatic innovations that go 
the next step of attempting to "system proof their models. This 
occurs when approaches are disseminated in the absence of recep- 
tive institutional hosts. This, too, is likely to fail. 

There is no quick and easy "magic bullet," only the suau ined 
program development and training conducted within the context of 
intelligent and enlightened social policy. 

Tiiank you. 

[Prepared statement of James Garbarino Ph.D. follows:] 
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PuPARiD Stathiint of Jabos GAEBARiNOt Ph.D., Prciident, Erikson Inotitute for 
Advanced Study in Child Development, Chicago, IL 

Mhat ar« th« aajor prevention Issues and opportunities 
revealed by research on early childhood developaent (ages 2-Z, : 
Asong the many possibilities, we can focus usefully on three. 
The first is preventing acadeaic failure. Early in this century 
our society could and did accept a lr»w standard of normal 
acadsMic achievement, indeed, 50 years ago less than half of all 
students graduated from high school, and "dropping out** was the 
rule rather than the exception. Now we have raised our standards 
for full participation in society, and we want all children to 
succeed in school. This means that preventing academic failure 
has become a national goal as never before. 

Although infancy is a critical time for basic intellectual 
development, it is in the early childhood period that the 
specific foundations for academic success are laid. He can 
confidently move forward with preventive programs that focus on 
creating and supporting activities in the home, the childcare 
setting, and the community that promote the foundations for 
literacy and mathematics. A growing research base, some of it 
developed by my colleagues at Erikson institute for Advanced 
Study in Child Development, indicatAS that a "culture of 
literacy** is the precondition for learning how to read and write. 
We believe the lessons we have learned from study'' ng the 
foundations for literacy apply to mathematics as well. By 
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providing literacy proroting activitiw. Motivated parimtB and 
professionals can coMsunicats ths Mssagas that children need to 
becoM fully conversant with "^-he acadeaic culture." Thus 
preparsd, they are ready to start school not as alisns to the 
Mores, Materials, expectations, and theaes of acadsMic life, but 
as natives to that culture. This is crucial if schools are to 
succeed in their Mission of teaching basic skills. For exasple, 
■any kindergarten teachers report that they can handle one child 
%rtio is culturally unprepared for sch ol without disrupting the 
leeming of the other children. However, when several children 
are culturally and socially unprepared for classrooM life, the 
result is to disrupt the learning of even those irtio are ready. 
Many Icindergerten classrooms today contain many such children. 

Sarly childhood educetion progress that proMote the acadeMic 
culture can Make e difference in school failure rates. These 
•ffects ere evident in reduced dropping out, reduced placesent in 
special education classes, ind reduced illiteracy. They go 
beyond these deaic effects to include reduced unesployMent and 
reduced juvenile delinquency. 

A second area in which prevention in early childhood works 
is in efforts to sake the environr^nt of the child safer. 
Crowing roblic and professional concern about the costly effects 
of childhood injuuries directs our attention to efforts designed 
to reduce the incidence and consequences of such injuries, such 
efforts can sake a big difference if they are effective in 
trenslating basic epidesiological knowledge into effective 
behavioral and environMental change. For exanple, we know that 
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Autoaoblltt rttlat«d injurlM to cbiiarm can b« nduc^d 
signlflcAntly if apprppriat* protactiva davicas ara usad 
ragularly. Ha knov that tav«r*proof bottxa caps hava raducad 
Childhood poisonings. Tha availabla rasaarch talis us va can 
mukm tha world of tha young child safar if va act. This axtands 
to injurias resulting fros child aaltraataant as wall. Prograss 
of Mrly ralationship building, par ant education , and hoar haalth 
visiting aarly in lifa pradict raducad injurias dua to assault in 
tha aarly childhood pariod. 

A third araa of pravantiva work lias in ainimizing tha 
strass to young childran posad by trtiat scaa hava callad "tha naw 
damographics" of Amarican family lifa. By this va aaan, of 
coursa, tha shift away froa sothars as sola caragivars of young 
childran towards aothars as vorkars outsida tha homa in tha labor 
forca, and tha incraaaad nuabar of young childran growing up in 
singla parant housaholds. Both cbangas produca an incraaaad naad 
for child car a bayond vhi tha inadiata fasily can provida. Tha 
fact of tha aattar is that aost young childran spand soma of 
thair tisa in praschools, day cara hoaas, child cara cantars, or 
in tha cara of ralativas bayond tha nuclaar fan ly. Hhila tha 
dabata ovar tha davalopmantal impact of child cara outsida tha 
homa is not finally rasolvad, thara is an amargant consansus 
among tha rasaarchars working in tha fiald that good quality day 
cara for 2-5 yaar olds naad not ba a thraat to davalopaant. it 
can, in fact, anhanca davalopmant. On tha othar hand, poor 
quality cara li a thraat to davalopmant in many casas, and 
compounds tha nagativa davalopma:.tal impact of othar risk factors 
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in m child's llfs. For this reason, can say with assurancs 
that high quslity child eara is sn assantial alaaant in any 
national pravantion-oriantad caspaign aiaad at aarly childhood, 

Tha critical faaturas of this pravantion program ara 
providing tha rasourcas nacasssry to parmit adequata training, 
low child-staff ratios, and caraar davalopMnt for caragivars 
(whathar thay ba in eantar-basad or f aaily day cara hoaas) . LiJca 
■*as transportation, high quality day cara is a basic coiq>onant 
of a aodam sociaty, Jdkm mass tranaportation, it raquiras 
cowunity subsidy to maintain high standards of sarvica and 
guality. That most young childran ara carad for by adults othar 
than thair parants is s fact. Tha quality and thus tha potantial 
pravantiva influanca of that cara is a mattar of policy. 

Racognising thaaa thraa sraas for pravantiva programming is 
not anough. Wa must also sddrass savaral policy issuas that 
anvalop thaaa programming thamas, and upon srtiich tha long tarm 
succass of pravantion initiativas will dapaiid. ihasa issuas may 
ba statad as a aarias of quastions: -How powarful will wa allow 
low incoma to ba in shaping tha livas of young childran?" -what 
laval of raaponsibility will tha community assuma for tha wall- 
baing of young childran?" -win wa parmit pravantion programs to 
'slcim* off tha craam of tha crop of potantial sarvica racip'.ants 
or will wa insist that programs ara comprahansiva and raach tha 
antira population of childran in naad?- -will pravantiva 
intarvantions ba vindar tha -liracti >n of institutions attunad to 
tha spacisl naads of young childran, or will thay ba drivan by 
tha agandas and idaologias of institutions primarily concamad 
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with oldttr childrm or In Mftting th* nmmdn of adults?" Each of 
thasa quaatlons raqulras aoaa alaboration. 

Uyw incQ— ! Tha Unitad Statas is notabla aaong modamizad 
nations In that family incoM is a vary povarful pradictor of 
basic vall-baing for childran. It is ona thing for incoaa and 
social class diffarancas to pradict diffarancas in cultural tasta 
- a.9. vhathar or not ona vatchas PBS, drinlca whita vina, and 
aats bria. It is quits anothar to say cna^ incosa and social 
class will pradict such basics as child aoi-tality ratas and 
functional illitaracy. As things stand now, with ona in fiva 
childran living in povarty, lov incoaa is strongly associatad 
with tha incidanca of all forms of social pathology affacti;*^ 
young childran. W^i must maJca prograss on this problaa. 

gflMnn4t: v aaaponaibilitv i For any rasaarch-drivan 
pravantion policy to work, it must assuma that tha community has 
a claar and axplicit rasponsibility for childran. Conducting 
public discussion around principlas of parantal autonomy «nd 
family «/rivacy, as opposad to collactiva rasponsibility foi tha 
quality of lifa for young chil^xan is an impadimant to succassful 
pravantion initiativas. Currantly va dafina aarly childhood as a 
domain in vhich family privacy is tha praaainant valua. Thus, 
young childran ara officially invisibla from tha tima thay laava 
tha hoapital aftar birth until thay ara raquirad to bagin formal 
aducation at aga 6. Tha community has a staka in how wall 
childran ara raisad and car ad for. Tfhar da\alopmant is iapairadi 
wa avantually pay tha prica in dalinquancy, crima, and aconoaic 
dapandancy. 
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gXi—inq V. ctmnrmhmnmiwnmmmt Any prevention prograa that 
sii^ly opmnm its doors and Invltas participation is likaly to 
skia off tha aaslast to raach faailias, and aiss tha childran 
■oat at risk for acadaaic, social, and haalth failura. Tha issua 
thus is whathar or not pravantion initiativas ara activa in 
raaOhing out to acbiava a high dagraa of coqprahansivanass . This 
att99Mta that evaluation studies should assess a prograa'a net 
iv:^ct on the coounity with respect to the targeted child 
developaent outcoaes. It is not enou^ to conduct simply 
internal evaluation of the prograa in terse of its specific and 
often self eelected cliente]*%. Even Head Start, our nation* a 
flagship early childhood intervention progras, only reaches a 
Minority of those for whoa the prograa is intended. 

Chlld^rocuaed inetitmfciffng. As inetitutions aove into the 
field of prevention in early childhood, a series of concerns 
eaerge about ideology and agenda. For exaB;)le, th'sre is 
currently a great deal of concern about public school systeas 
taking on responsibility for early childhood education prograae. 
Part of this concern is the fear that schools will siaply impose 
a vatered-dovn eleaentary srhool curriculua onto 3-4 year olds. 
Host experts in the field of early childhood education believe 
thie will not serve the intereets of young children. Young 
children need u curricniiui auch acre clearly focuaed on play 
(particularly fantasy play) co enhance their developaent. 
Similar concerns arise when profit-aaking institutions enter the 
field of childcare. Here the concern ia that aanagaaent geared 
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to Mxlalslng tbo bottoa lln* Is not nacttssarlly coapatlbls with 
■••ting tb« d«v«lopMntal ns«ds of young children. 

Onm final policy issua sarvas as a contaict for all that has 
go.ia bsfora. Pravantion prograas aiaad at young children raraly 
suc c aad unXaas thay involva a sympathatic institutional satting. 
Bvan tha bast aodal prograx can bacoaa non-functional vhan sat 
within a hostila or incospatant institutional situation. This is 
a aajor issua confronting aany af forts to in j act innovativa aarly 
childhood education Modal programs into school systass and 
childcara Institutions plaguad by cultural insarsitivity, 
buraaucratic inflaxibility, adBinistrativa stifling of 
innovation, or staff inco^^tanca. Yaars ago curriculua 
davalopvant spacialists soaatlaas sought to "taachar proof" thair 
■atarials as a way of ansuring that tha aatarials would hava tha 
dasirad affact ragardlass of taachar Boti\ation or skill. This 
did not work. Kow wa faca tha problas of progranatic 
innovations that go tha naxt stap of attaapting to "systaa proof" 
thair aodals. This occurs whan n«w approachas ara dissaainatad 
in tha absanca of a racaptiva institutiom ^ host. This too is 
likaly to fail. Short tara training to coaaunicata aarly 
childhood pravantion aodals is insufficiant. long tara staff 
train.^ng, institutional laadarship davalopaant, and coaaunity 
aducation ara assantial to build a contaxt in which affactiva 
pravantion prograas c^n flourish. Thara is no quick and aasy 
"aagic bullat," only sustainad prograa davalopaant conductad 
vithin tha contaxt of intalligant and anlightanad social policy. 
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Chairman MnxER. Dr. Botvin. 

STATEMENT OF GILBERT J. BOTVIN, PH.D., ASSOCIATE PROFES- 
SOR AND DIRECTOR, LABORATORY OF HEALTH BEHAVIOR RE- 
SEARCH, CORNELL UNIVERSITY MEDICAL COLLEGE, NEW 
YORK, NY 

Dr. Botvin. Good morning, Mr. Chairman, Committee Members. 
Tm happy to be here this morning. My mandate today is to talk 
about the issue of tobacco, alcohol and drug abuse prevention, to 
say a few words about what we know that doesn't work and what 
we know that works or at least looks promising, and then to say a 
word at the end about the relationship between substance abuse 
and other important areas that relate to adolescent problem behav- 
iors or health compromising behaviors and the need for more com- 
prehensive approaches, rather than more narrowly defmed prob- 
lem<specific approaches. 

Lai^ numbers of teenagers, as you all know, begin using a vari- 
ety of psychoactive substances each year, notwitlu^ding the fact 
that most are fully aware of the adverse consequences of use. 
Clearly, substance abuse, and here I use the more generic term in 
order to include tobacco and alcohol with illicit drugs, continues to 
be one of the most important problems facing our society. Sub- 
stance use among our youth remains at an unacceptably high level 
in spite of onr best efforts. The treatment of substmce abusers is 
costly and only moderately effective. As a consequence, the idea of 
developing effective prevention approaches has held a great deal of 
intrinsic appeal. At this point, the potential of preventive ap- 
proaches is just beginning to be realized. 

Traditional approaches to substance abuse prevention have gen- 
erally involved providing students with factual information about 
the adverse health, social and legal consequences of using drugs. 
Many programs have relied on the use of scare tactics, trying to 
scare kids into not smoking or drinking or using drugs. Unfortu- 
nately, these kinds of prevention programs when carefully evEduat- 
ed have consistently been found to be ineffective. In fact, approach- 
es \ii4iich supply drug-specific information as some of them do, may 
even increase experimental use by stijiulating curiosity. 

Yet, despite the fact that thc49e kinds of programs do not work, 
they remain the most common type of prevention program being 
offered to children and adolescents throughout the United States 
today. Teachers feel comfortable providing kids with facts and 
somehow it seems ohly logical that if students were sufficiently 
aware of the adverse consequences of smoking, drinking and using 
drugs they would simply make a rational decision not to do so. 
Still, the weight of scientific evidence is to the contrary. 

The challenge to the field of prevention, particularly drug abuse 
prevention, over the past decade, has been to prove that prevention 
programs can actually work, that they can not only impact on 
knowledge, on attitudes and on beliefii, but that they can actually 
impact on behavior, that they can actually in fact reduce substance 
use. 
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In recent years, there has been a virtual explosion of research in 
the area of substance abuse prevention. This research has led to a 
number of exciting developments. 

During the past few years, we have seen the development and 
testing of what many experts regard as a ''new generation" of sub- 
stance abuse prevention models. This new generation of prevention 
approaches differs from more traditional approaches in several 
ways. Finty these approaches are based on more complete concep- 
tualizations of the basic causes of substance abuse. 

Second, they are grounded in theory. And third, they use well 
tested techniques for teaching basic coping skills as well as tech- 
niques for teaching kids how to resist negative social influences to 
smoke, drink excessively or use drugs. 

Perhaps most important of all, these prevention models have 
been subjerted to very careful and rigorous evaluation using well 
accepted scientific methods. Fm happy to be able to tell you this 
morning that the results of evaluation studies testing these ap- 
proaches at this point provide considerable cause for optimism. 

The first migor breakthrough in this area came with respect to 
cigarette smoking. As we all know, cigarette smoking has been of 
major importance with respect to prevention because it is now gen- 
erally recognized as one of the most important preventable causes 
of death and disability in the United States today and because ciga- 
rette smoking is one cf the so<alled gateway substances since it 
occurs at the veiy beginning of substance use progression, along 
with alcohol and marguana. 

More recently, the approaches which have been found to be effec- 
tive in preventing or deterring the onset of cigarette smoking have 
also been applied to other gateway substances. 

One type of successful prevention strategy focuses primarily on 
the social influences believed to promote substance abuse. That is 
to say, teaching students techniques for effectively resisting social 
influences to smoke, drink or use drugs, such as how to say ''no" 
effectively and confidently when confronted with peer pressure to 
smoke. 

The other type of approach, which is referred to as a "cjmpeten- 
cy enhancement approach," focuses greater attention on teaching 
students a broad range of life skills designed to enhance general 
personal and social competence, thereby r^ucing potential motiva- 
tions to use drjgs. 

The social influence model, the first model that I mentioned, 
typically includes components designed to increase students' aware- 
ness of the kinds of social influences promoting substance use, 
teaching specific skills for resisting those influences and finally, 
components designed to correct the misperception that smoking, 
drinking excessively or using illicit drugs is something that every- 
body is doing. 

llie second type of approach, the competency enhancement ap- 
proach, has as its distinguishing featureb the following: 

They generally include the teaching of jgeneric problem solving 
and decision making skills, general skills for resisting social influ- 
ences such as those coming from peers and the media, skills for in- 
creasing personal control and self-esteem, adaptive coping strate- 
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gies for relieving stress and anxiety, general social skills, and gen- 
eral assertive skills. 

The intent ot these programs is to teach relatively general life 
skills that are applicaible to a variety of situations rather than 
being syiedRc to one particular problem or one particular situation. 

A nai&ber of valuations on these approaches have been tested 
over the last five or six years. The roost effective programs now 
appear to be those that include components of both types of 
models, both the more specific social influence model and the more 
general coping skills model. 

At this point there are well over 20 studies published in well re- 
spected scientific journals which demonstrate the effectiveness of 
these newer prevention strategies. With respect to cigarette smok- 
ing, they have demonstrated reductions in the proportion of new 
junior high school age students beginning to smoke cigarettes of be- 
tween 30 and 75 percent. 

In our own work at Cornell University Medical College with a 
prevention program called Life Skills Training, we have been able 
to demonstrate rather consistently in study alter study reductions 
of approximately 50 percent or more. In one study, when additional 
booster sessions were provided during the following year, that is to 
say in the 8th grade, after intervening also in the 7th grade, in 
comparing the program group to the conti group, we were able to 
demonstrate reducticms in cigarette smoking of 87 percent. 

Similar reductions have been found with respect to alcohol and 
marijuana use, with the proportion of manjuana users in one study 
beiiig reduced by 83 percent. 

Most of the research done with these newer prevention programs 
that fall under the general rubric of this new generation of preven- 
tion programs has focused primarily on junior nigh school students, 
and as Dr. Hamburg noted earlier, has primarily focused on white, 
middle class populations. 

Moreover, the research studies conducted so far have only tested 
the effectiveness of these prevention models on the so-called gate- 
way substances of tobacco, alcohol and marijuana. Additions re- 
search clearly needs to be conducted to determine the effectiveness 
of these approaches on illicit drugs such as cocaine, as well as to 
evaluate the lon^-term effectiveness of these approaches and deter- 
mine their effectiveness with a broad range of students. 

From a policy perspective, it is important tx> continue providing 
sufficient fundmg to provide for the additional research that is 
needed to help further refine these prevention models. It is also im- 
portant that some mechanism be developed to increase the degree 
to which these kinds of approaches are being used throughout the 
country^ rather than those approaches which have been proven to 
be inenective. 

School officials and community leaders need to be made aware of 
the tjrpes of programs that are the most effective and encouraged 
to use these programs. Although considerable money has been 
made available recently for school-based substance abuse preven- 
tion programs, little guidance has been provided to local school dis- 
tricts on how to use this money. Unless some restrictions or at 
least guidance is provided for use of federal funds supporting drug 
abuse prevention programs much of this money is likely to be 
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wasted. MoBt schools will unwittingly spend the money on conven- 
tional approaches, which clearly do not work. 

There appears to be a general consensus concerning the impor- 
tance of drug abuse as a national problem and the need for drug 
abuse prevention to become higher on the national agenda. 

Some researchers may argue that we should delay disseminating 
these promising programs until some point in the future when we 
know still more about the causes of substance abuse and have re- 
fined these prevention programs further still. However, given the 
nature and urgency of the problem of substance abuse, I would 
strongly argue that a serious and well-coordinated effort be made 
to disseminate this new generation of prevention programs at the 
national level. This means providing funds for training and for ma- 
terials. 

One way to facilitate dissemination and adoption of the most 
promising substance abuse prevention models would be to establish 
regional Prevention Resource Centers. These centers could help 
provide the necessary linkages between prevention researchers and 
communities interested in obtaining technical assistance to develop 
and implement the most effective prevention programs possible. 

At the same time, we should push forwani with additional re- 
search and take advantage of the momentum that has been devel- 
oped over the past few years. 

I have addressed myself today solely to school-based approaches 
to substance abuse prevention. However, given the seriousness and 
complexity of the problem of substance abuse in our society, it mil 
obviously take a concerted effort by teachers, school officials, law- 
makers, community leaders, parents, and law enforcement officials 
working together to make the kind of progress that will ultimately 
be necessary to solve this important problem. 

In closing, let me say a word about the relationship between sub- 
stance abuse and other adolescent problems. The available research 
evidence now suggests that many health compromising or problem 
behaviors such as substance abuse, teenage pregnancy, truancy, de- 
linquenCT, and perhaps even suicide appear to have lughly similar 
causes. Moreover, the kinds of prevention programs that thus far 
appear to be the most promising, particularly the broad "^r based 
™y® special relevance today because of tlxeir potential as 
AIDS nsk reduction programs or as \IDS prevention programs. 

However, the current eorstem of categorical funding discourages 
.esearch that crosses traditionally defined boundaries, making it 
extremely difficult to develop and test prevention approaches that 
might have a positive impact on several adolescent prMem areas 
at the same time. 

I would therefore strongly urge that some mechanism be estab- 
lished that would facilitate prevention efforts designed to target 
several of these problem ai-eas at the same time. 

Moreover, in addition to the development of effective school- 
based prevention programs, I also echo the remarks that have been 
made thus far today about the importance of providing teenagers 
with meaniiurful roles and options in our society, particularly 
mechanisms for helping them to become more involved in the com- 
munity, by focusing with increased vigor and effort on the various 
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institutions in our society that relate directly to adolescents, par- 
ticularly trying to strengthen the schools and families. 

And finally, I think it's important to provide for expansion of 
programs that now exist for youth, such as internship programs 
with business and the government that provide training for stu- 
dents with respect to the development of job skills as well as 
summer job programs. 

Chairman Miller. Thank you very much. 

[Prepared statement of Gilbe-^. J. Botvin, Ph.D., follows:] 
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Pupate SrAmfKNT or Gilbckt J. Botvin, Ph.D., Assocuti Prorsbor and Dirbo 
TOR, Laboratory or Hralth Brhavior Rrsrarch, Ck>RNXLL Univrrsity Mkdical 
CoLLRM, Nrw YOIK, NY 

Good morning. Mr. Chainnan and Coomittee Memb.TS. My name is Dr. Gilbert J. 
Botvin. I am an Associate Professor of Psychology in the Departments of Public 
Health and Psychiatry at Cornell University Medical College, where I am also 
Director of Cornell's Laboratory of Health Behavior Research. I have been 
working in the general area of health promotion and disease prevention for the 
past decade, ^lending much of my time and energy conducting drug abuse 
prevention research. I have served as a consultant to a number of sta'e and 
federal agencies concerning issues relating to both health promotion and drug ^ 
abuse prevention. Among other things, I was responsible for writing the 
section of the National institute on Drug Abuse's First and Second Triennial 
Report to Congress which summarized the current state of knowledge concerning 
drug abuse prevention. 

Large numbers of teenagers begin using a variety of psychoactive substances each 
year, notwithstanding the fact that most are fully aware of the adverse 
consequences of use. Qearly substance abuse (and here I use the more generic 
term in order to include tobacco and alcdhol with illicit drugs) continues to be 
one of the most important problems facing our society. Substance use among our 
youth remains at an unacceptable level in spite of our best efforts. The 
treatment of substance abusers is costly and only moderately effective. As a 
consequence, the idea of developing effective prevention approaches has held a 
great deal of intrinsic appeal. At this point, the potential of preventive 
appkXMches are just beginning to be realized 

Traditional approaches to substance abuse prevention have generally involved 
providing students with factual informstion about the adverse health, social, and 
legal consequences of using dnigs. Many approaches have relied on the use of 
scare tactics. Unfortunately, these kinds of prevention programs when carefully 
evaluated have consistently been found to be ineffective. In fact, approaches 
which supply dnig-spccinc information may even increase experimental use by 
stimulating curiosity. 

Yet, despite the fact that these kinds of programs do not work, they remain the 
most comnooii tyi>; of prevention program being offered to children and 
adolescents throughout the United States. Teachers feel comfortaUe providing 
kids with facts and, somehow, it seenu only logical that if students were 
sufficiently aware of the adverse consequences of smoking, drinking, and using 
drugs that they would simply make a rational decision not to do so. Still, the 
weight of scientific evidence is to the contrary, 

The challenge to she Held of prevention over the past decade has been to pitsve 
that prevention programs actually work-that they can not only impact on 
knowledge, on attitudes, ar'i on beliefs, but can actually impact on behavior-that 
they can in fact reduce substance use. In recent years, there has been a virtual 
explosion of research in the area of substance abuse prevention. This research 
has led to a number of exciting developments. 

During the past few years, we have seen the development and testing of what 
many experts regard as a "new generation" of substance abuse prevention models. 
This new generation of prevention apprjtiches differe from more traditional 
approaches in several ways. First, hey are based on more complete 
conceptualizations of the basic causes of substance abuse. Second, they are 
grounded in theory. And, third, they use well-tested techniques for teaching basic 
coping skills as well as techniques for resisting negative social influences to 
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sraokc, drink excessively or use drugs. Perhaps most impLt^-ant of all, these 
prevention models have been subjected to careful evaluation using \vcll-acccpte ' 
scientific methods. The results of evaluation studies testing these approaches 
provide considerable cause for optimism. 

The first major breakthrough in this area came with respect to cigarette smoking. 
Cigarette smoking was a major focus of much research because it is widely 
recognized as the roost important preventable cause of death and disability in the 
U.S. today and because cigarette smoking is one of the so-called "gateway" 
substances since it occurs at the very beginning of the substance use progression 
(along with alcohol and ouurijuana). More recently, tne iq)proawhes which have 
been fouiKi to be effective in preventing or deterring tfie onset of cigarette 
snx>king have also beer applied to odier ''gateway" substances. 

This new gcncratior of substance abuse prevention programs can be best diought 
oi as falling on a continuum. Some programs focus very specificaliv on a 
particular problem or target behavior (such as cigarette smcrfring); odicrs i»ave a 
more general orientation. All of these qyproaclies place primary emphasis on the 
psychological and social factors associated widi die initiation and eariy stages of 
substance abuse radier than focusing on knowledge or attitudes about drugs. 

One type of successful prevention strategy focuses primarily on the social 
influaices believed to pronaote substance abuse-teaching students techniques for 
effectively resistmg social influences to smoke, drink, or use drugs (such as how 
to effectively and confidentiy say "no" when conftonted by peer pressure to 
smoke). The otfier approach focuses greater attention on teaching studc a 
PTOM range of Ufe skills designed to enhance general personal ana -^ial 
competence, thereby reducing potential motivations to use drigs A number of 
variations on these two qyproeches has been tested. The inosi effective programs 
appear to be tfiose diat include components of bodi uie more spedfic social 
inHuence/pressiire resistance inodel Mnd the DDore general ccping skills model. 

At diis point, diere are over 20 studies pubUshed in well-respected scientific 
journals which demonstrate die effectiveness diese newer prevention strategies. 
WiUi respect to cigarette smoking, diey havr detr^onstnted reductions in die 
proportion of new junior high school age cigarette **nnkers of between 30% and 
75%. In our own work widi a prevention program . d Life Skills Training, we 
have been able to demonstrate nubcr consistenUy ; jd> after study reductions 
of 50% or naore. In one smdy, when additional 4er sessions were provided 
during die following year, die proportion of new cig«itftte smokers was reduced 
by 87% compared to a control group of students not receiving diis prevention 
progranL Sunilar reductions have been found widi respect to alcohol and 
marijuana use, widi die proportion of marijuana users beinf reduced in one study 



The social influence approaches have typically included components designed to: 
(1) increase stiidents' awareness of die Ir^nds of social influences promoting 
substance use, (2) teach specific skills foi resisting diosc influences, and (3) 
correct die misperception diat siiioking, drinking excessively, or using illicit drugs 
is somediing that everybody is doing. 

The primary distinguishing features of die broader-based approaches are diat diey 
generally teach: (1) general problem solving and decision making skills; (2) general 
skills for resisting social influences (such as diose coming from peers or die 
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media); (3) skills for increasing personal control and self esteem; (4) adaptive 
coping strategics fir relieving stress and anxiety; (5) general social skills, and 
(6) general usertive skills. The intent of these pr3fTanis is to tea xla ^ly 
general life skills that are ^>plicable to a varie*y of situations, nther UiOn ueing 
specific to otic particular problem or situation. 

Most of the research done with this new generation of prevention q)proaches has 
focused 00 junior high school students. Moreover, the research studies conducted 
so far have only tested die effectiveness these prevention models on the so- 
crlled gateway substances tobacco, alcohol, aiid marijuana. Additional ivsearch 
cleaiiy needs to be conducted to determine die effectiveness of these qyproaches 
on illicit drugs such as cocaine, evahute the long-tenn effectiveiiess of tiiese 
approaches, and determine thcL: effectiveness with a broad range of students. 

From a policy perq)ective, it is important that sufficient funding remains available 
for conducting the additional research that is needed to help tether refine these 
prevention models. It is also imponam that some nvyhygiiBn be developed to 
uioease die degree to which these kinds of approaches are being used dtroughout 
die countnr, ruber dian approaches which have been proven to be ineffective. 
School officials and community leaders need to be macfe aware of the types of 
programs that are the most effective and encouraged to use than. Although 
considerable inoney has been made available recendy for school-based substance 
nbuse prevention programs, litde guidance has besn provided to local school 
districtt in how to use die money. Unless some restrictions are placed on die 
use of federal funds supporting drug abuse prevention, most schools will 
unwittingly %pcod the moniey on conventional ai^noaches which cleady do not 
work. In other words, nnich of die money is likely to be wasted 

There appcm to be a general consensus of die inqxMtance of drag abuse as a 
national proUem and the need for drug abuse preventiion to become a national 
priority. We can wait for some point in die future when we know still more 
about the causes of lubsta ?c abuse and have developed more effective prevention 
programs. However. giv«ua die nature and urgency of die proUem, I would 
strongly argue diat a serious and well-coofdinated effon be made to disseminate 
diis new generation of prevention pr t^ ams on a national level This mear^ 
providing fiinds for training and tnater iaff 

One way to facilitate disseimnation and adoption of die most promuing substance 
abuse prevention modeb would be to establish regional Prevention Resource 
Centers. These centen could help provide the necessary linkage between 
prevention researchers and communities interested in obtaining technical 
assistance to develop and implement die most effective prevention programs 
possible. At die same time, we should push forward with additional research and 
uke advanuge of die momentum diat has been develc^ over die past few 
years 

I have addressed myself solely to school-based approaches to substance buse 
prevention. However, given die s^ousness and complexity of dw problem of 
substance abuse in our society, it will obviously take a concerted effon by 
teachers, school officials, community leaders, parents, and law enforcement 
officials working together to make t kind of progress that will He ultimately 
necessary to solve this important problem. 



In closing, let me say diat die available research evidence now indicates diat 
many health compromising or problem behaviors such as substance abuse, teenage 
pregnaticy, truaiK^y, delinquency, and perhaps even adolescent suicide -npear to 
have highly similar causes. The current system of categorical funding discourages 
research which crosses jaditionally defined boundaries. Research should be 
encouraged which supports prevention efforts designed to target several of diese 
problem areas at die same time. 
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Chairman Miller. Mr. Kenny. 

STATEMENT OF ROBERT A. KENNY, ED.D , ASSOCIATE, GRADU- 
ATE SCHOOL OF EDUCATION, HATIVARD UNIVERSITY, CAM* 
BRIDGE, MA, AND <"'^"'«'ULTANT, JOSEPH P. KENNEDY, JR 
FOUNDATION, WASHk. .^ON,I>C 

Mr. KiNNY. Good morning, Mr. Chairman, distinguished mem- 
bers of the committee. 

Thank you for inviting me to be here to testify and thank you for 
spending so much of vour valuable time lookir(; at many of these 
important issues. Fm here this morning to talk about teenage pre^,- 
nancy and premature sexual activity. 

With over a million teenagers becoming pai'ents annually, one 
birth in every seven is to an .'dolescent mother. Althouj^ the birth 
rates for all adolescents have actuidly dropped in recent years, 
rates for youngest teens, those between 10 and 14 years old, have 
actually risen. There are currently between 20 and 29 million ado- 
lescent bovs and girls in this coimtry of whom one third to one half 
are sexually active. 

This reflects a rate that is not dropping. More and more young 
adolescents are becoming sexually active and subsequently preg- 
nant at earlier years. Trie impact of children having children is 
enormous, especially for the babies, who face a significantlv in- 
creased risk of mental retardation, low birthweight and birth de- 
fects. 

There is also a great impact on the lives of adolescent mothers, 
who t3rpicallv have a high dropout rate. In a laiige national study, 
80 percent of all teen mothers never completed high school. 

The suidde rate among adolescent parents is seven times that of 
nonparenting adolescents. These consequences also result in a neg- 
ative impact on the families of adolescent parents as weU as the 
lai^er community. Adolescent parents face virtual certain poverty, 
and as you know, 50 percent of the children of adolescent mothers 
will be raised in a single-parent household in poverty. 

The Communi^ of Caring Program is one that responds to this 
national crisis of adolescent pregnancy. Tlie successful program, 
which operates in health and human services agencies and schools 
across the country, is in its tenth year. 

The Community of Caring is based on the belief and evidence 
that onagers frequently b^me sexually active and risk pregnan- 
cy not. just out of imorance, bu^ out of lovelessness, not out of an 
aibeence of values, but often out of poorly considered values, not 
just because contraception isn't available but because decisions 
about their own sexuidity have not been placed in any context, a 
context of respect, of care, of respon/'ibility for both themselves and 
for others. 

Studies indicate that adolescent ffirls with low self-esteem and 
poor school attendance are more likely to become pregnant than 
are girls with high self-esteem and good school attendance. By cre- 
ative, supportive and caring environments we can improve self 
esteem and school attendance of participants. The primary goal of 
the community of cari'^'^ is to help all aoolescents make responsible 
decisions about their o lexuality. This is done in two ways. 
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The first method is the Community of Caring's curriculum, and 
second, an equally important method, is the creation of a communi- 
ty within the school or the agency that demonstrates concern and 
caring for the nrombers of that community. 

The program includes a value based curriculum that provides 
educators, rarents, and adolescents with facts and approaches to 
discuss with each other such issues as family, love, sexuality, 
health, and i^^ponsible planning for the future. 

The curriciilum, by emphasizing caring and respect, also pro- 
motes the social development of participants. Growing up Canng, 
the name of the curriculum, is an interdisciplinary curriculum pre^ 
sented through a variety of media and methods. It includes a teach- 
er's guide. It includes sections written bv experts in their field tiiat 
can be adapted in a variety of areas such as health, physical educa- 
tion, social studies, English and others. 

rd like to emphasize this morning that the ConmiuniW of Caring 
rjiomotes caring for both self and others and responsIMe decision- 
making in its work. 

But important as the curriculum is, the program ultimately de- 
pends on the capacity of the staff and the practice of the stated 
goals of a responsive and cooperative environment. 

This supportive environment helps teenagers to develop mean- 
ingful, h^thy, helpfiil relationships. Such relationships promote 
seff-esteem, and are based on and demand respect equality and 
dimity. 

These positive relationships, challenge the tvranny of peer pres- 
sure and in such relationships individuals feel free to ?.'*9ert their 
own needs and not fall into the danger of being submerged by pres- 
sures of other persons or other groups nor do they need to succumb 
to the danger of one individual exploiting another. 

These positive relationships have meaningful and open communi- 
cation and are built around activities, common interests and com- 
munity endeavors. Within this supportive environment, adolescents 
feel free to build interpersonal skills necessary for mature and re- 
sponsible human sexuality. 

The Community of Caring properly places issues of value and ad- 
olescent decision making in the context of relationships between in- 
dividuals in the community. Through repeated efforts at learning 
to trust, participants discover that doing so entails risk and re- 
quires self discipline but also brings rewards. The staff as well as 
the adolescents learn together to realize their hopes in everyday 
life. This context of trust and committed relation^ips is the real 
ba^is for the development of judgment and appreciation of what 
the curriculum calls peer values— values such as self-esteem, self- 
discipline, family and caring. Relationships experienced and reflect- 
ed on within the community provide modelts for adolescents strug- 
gling to relate better to their bodies, their families, themselves and 
to otbera. 

William Sullivan describes the Community of Caring Program in 
the following way: 

In iU widest aim, this program tries to bring teenagers into a fuU oonununity life, 
one which includes not only the teens and the teachers a;id the staff ard counselors, 
but the families of the teens, and as manv groups and oiganizations as possible, 
social service agencies, volunteer groups and local businesses. The teaching strategy. 
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and tiiis 18 a strategy at work here, is to present within the context of support a 
wstaineC reflective and ethical engagement. The hope is that in this new context, 
stronger, fuller and more realistic aspirations can take form, in part because such 
ideals are discussed and modeled by the staff but also because the Community of 
Caring provides a place where such aspirations can make sense in a very practical 
way. 

The program supposes that these values do not need to be im- 
posed, that they can be seriously exan>ined Socratically because in 
such a context, a person grows freely and is more able to decide for 
himself and herself. 

The goals of the Community of Caring include: creating a place 
where students and parents and teachers and community members 
have their voices heard on school policies and other issues that 
affect the lives of adolescents. Giving adolescents the opportunity 
to partake and participate in derision-making is an important part 
of their education. Permitting responsible decision-making with 
special emphasis on sexual decision-maki'^g, promoting mean- 
ingful, non-sexual friendships among adolescents, teaching and pro- 
moting universal values of caring, respect, respor -nihility, honesty 
and family, promoting good health and physical fitness, promoting 
planning and preparation for the future as responsible, caring 
adults. Also responding to the adolescent crisis including adoles- 
cent pregnancy and parenting and inappropriate sexual behavior 
and school dropout. 

The Community of Caring was initially developed to respond to 
the needs of adolescent parents and their families. 

Since its inception in 1977, the Community of Caring has served 
thousands of adolescent mothers and adolescents and their fami- 
lies. Through evaluation of the program throughout the country it 
has been determined that Community of Caring participants have 
a higher rate of returning to high school and graduati£«^, a 30 per- 
cent higher rate of returning within one year on the national aver- 
se significantly reduced drug and alcohol abuse, twice the average 
full or part time employment (than the national average for adoles- 
cents). They have greatly decreased rates of repeat pregnancies, 85 
percent fewer repeat pregnancies than the national average, and 
they show a substantial reductfon in low birthweight, 45 percent 
less than the national average. They have an infant mortality late 
of near zero ev 3n in high infant mortality areas. 

Participants receive higher quality and more comprehensive pre- 
natal care than did their peers not in the program. This is particu- 
larly important because adolescent mothers throughout the nation, 
young women most in need of prenatal care and poor, are the least 
likely to receive it. 

The Community of CarLxg has recently expanded to include pri- 
mary prevention of adolescent pregnancy by creating community of 
caring programs in schools across the country. 

The first of these school programs has h^ixr in New Haven, Con- 
necticut and in Los Angeles, Calfomia. Several other schools and 
school systems are preparing to create Community of Caring 
Schools. 

It is my firm belief that the imnad of the school programs and 
school settings will be as powerful as the impact has been and con- 
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tmues to ^3 in health and human services agencies over the past 
ten years. 
Thank you. 

Chairman Miller. Thank you very much. 
[Prepared statement of Robert A. Kenny follows:] 
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PUFAKID SrATDfKNT Or ROBBXT A. KlNNY, Ed.D., ASSOOATB, GRADUATE SCHOOL OP 

Education, Habvaxo UNivnsiTY, and Consultant, Jaesra P. Kennedy, Jr. 
Foundation, Washington, DC 

TEENAGE PREGNANCY AND PREMATURE SEXUAL ACTIVITY HAVE 
BECOME A NATIONAL CRISIS OF GREAT PROPORTIONS. OVER A 
MILLION TEENAGERS BECOME PREGNANT ANNCALLY. HALF OF THESE 
GIVE BIRTH TO THEIR CHILDREN. ONE BIRTH IN EVERY SEVEN, IN 
THE UNITED STATES, IS TO AN ADOLESCENT MOTHER. ALTHOUGH THE 
BIRTH RATES FOR ALL ADOLESCENTS HAVE ACTUALLY DROPPED IN 
RECENT YEARS, THE RATES FOR THE YOUNGEST "TEENS" (THOSE FROM 
TEN TO FOURTEEN YEARS OLD) HAVE ACTUALLY RISEN. THERE ARE 
CURRENTLY BBTffEEN 20 AND 29 MILLION ADOLESCENT BOYS AND GIRLS 
IN THE UNITED STATES, OF WHOM ONE THIRD TO ONE HALF ARE 
SEXUALLY ACTIVE: THIS REFLECTS A RATE THAT IS NOT DROPPING. 
MORE AND MORE YOUNG ADOLESCENTS ARE BECOMING SEXUALLY ACTIVE 
AND SUBSEQUENTLY PREGNANT AT EARLIEP AGES. 

THE IMPACT OF CHILDREN HAVING CHILDREN IS ENO!mOUS, 
ESPECIALLY FOR THE BABIES ffHO, FOR A VARIETY OF REASONS, FACE 
A SIGNIFICANTLY INCREASED R^SK OF MENTAL RETARDATION, LOtf- 
BIRTH-tfEIGHT, AND BIRTH DEFECTS. 7HERE IS ALSO A DEVASTATING 
IMPACT ON THE LIVES OF ADOLESCENT MOTHERS WHO, TYPICALLY, 
HAVE A VERY HIGH DROPOUT RATE FROM SCHOOL, HIGH WELFARE 
DEPENDENCY AND A SIGNIFICANT RATE OF CHILD ABUSE. IN A LARGE 
NATIONAL STUDY, 80% OF ALL TEEN MOTHERS NEVER COMPLETED HIGH 
SCHOOL. THE SUICIDE RATE AMONG ADOLESCENT PARENTS IS SEVEN 
TIMES THAT OF NON-PARENTING ADOLESCENTS. THESE CONSEQUENCES 
ALSO RESULT IN NEGATIVE IMPACT ON THE FAMILIES OF ADOLESCENT 
PARENTS, AS NELL AS THE LARGER COMMINITY. ADOLESCENT PARENTS 
FACE VIRTUAL CERTAIN POVERTY, AND FIFTY PERCENT OF THE 
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CH^LDRBH OF M)OLBSCENT MOTHERS WILL BE RAISED IN A SINGLE 
PARENT HOUSEHOLD IN POVERTY. 



THE COMHUNITY OF CARImG IS A VALUES-BASED HEALTH AND 
EDUCATION PROGRAM THAT RESPONDS POSITIVELY TO THE NATIONAL 
CRISIS OP ADOLESCENT PREGNANCY. THE COMHUNITY OF CARING IS 
OPERATED AS A NON-PROFIT ORGANIZATION, DEVELOPED AND 
SPONSORED BY THE JOSEPH P.'IENNEDY, JR. FOUNDATION. THIS 
SUCCESSFUL PROGRAM, ITHICH OPERATES IN HEALTH AND HUMAN 
SERVICE AGENCIES AND SOME SCHOOLS ACROSS THE COUNTRY, IS IN 
ITS TENTH YEAR. OVER 300 SITES THROUGHOUT THE NATION USE THE 
COMHUNITY OF CARING APPROACH. THIS NUMBER INCLUDES FIVE 
MAJOR REGIONAL TRAINING AND RESOURCE CENTERS IN BOSTON, 
ALBANY, KLKINS (WEST VIRGINIA), KANSAS TITY, AND HOUSTON. 

THE COMMUNITY OF CARING IS BASED ON THE BELIEF AND THL 
EVIDENCE THAT TEENAGERS FREQUENTLY BECOME SEXUALLY ACTIVE AND 
RISK PREGNANCY NOT OUT OF IGNORANCE, BUT OUT OF LOVELESSNESS; 
NOT OUT OP AN ABSENCE OF VALUES, BUT OFTEN OUT OF POORLY 
CONSIDERED VALUES; NOT BECAUSE CONTRACEPTION IS UNAVAILABLE, 
BIT BECAUSE DECISIONS ABOUT THEIR SEXUALITY HAVE NOT BEEN 
PLACED IN THBIR PROPER MORAL CONTEXT OF RESPECT, CARE AND 
RESPONSIBILITY FOR BOTH THE SELF AND OTHERS. 

STUDIES INDICATE THAT ADOLESCENT GIRLS WITH LOW SELF 
ESTEEM AND POOR SCHOOL ATTENDANCE ARE MORE LIKELY TO BECOME 
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PREGNANT THAN ARE GIRLS fflTH HIGH SELP ESTEEM AND GOOD SCHOOL 
ATTENDANCE. CREATING A SUPPORTIVE AND CARING ENVIRONMENT 
HELPS IMPROVE BOTH THE SELF ESTEEM AND SCHOOL ATTENDANCE OP 
PARTICIPANTS. 

THE PRIMARY GOAL OP A COMMUNITY OP CARING SCHOOL IS TO 
HELP ALL ADOLESCENTS MAKE RESPONSIBLE DECISIONS ABOUT THEIR 
Omi SEXUALITY. THIS IS DONE IN TWO WAYS. THE FIRST METHOD 
IS THROUGH THE COMMUNITY OP CARING'S CURRICULUM. THE SECOND 
AND EQUALLY IMPORTANT METHOD IS THE CREATION OP A COMMUNITY 
THAT INCLUDES THE HOME, THE COMMUNITY AT LARGE AND THE SCHOOL 
OR AGENCY THAT DEMONSTRATES CONCERN AND CARING FOR ITS 
MEMBERS. 

antticouw; emomimG of culiwg 

THE COMMUNITY OF CARING INCLUDES A COMPREHENSIVE VALUES- 
BASED CURRICULUM THAT PROVIDES EDUCATORS, PARENTS, AND 
ADOLESCENTS WITH PACTS, LEARNING ACTIVITIES AND APPROACHES 
NEEDED TO ENGAGE IN A DIALOGUE FAMILY, LOVE, SEXUALITY, 
HEALTH, AND RESPONSIBLE PLANNING FOR THE FUTURE. THE 
CURRICULUM, BY EMPHASIZING THE VALUES OF CARING AND RESPECT 
ALSO HELPS PROMOTE THE MORAL DEVELOPMENT OF THE MEMBERS OF 
THE COMMUNITY. 

GROWING UP CARING IS A MULTIFACETED, INTER- DISC I PL I NARY 
CURRICC^LUM PRESENTED THROUGH A VARIETY OF MEDIA AND METHODS, 
1NCU!0ING A CLEARLY CONSTRUCTED TEACHER'S bUIDE. THE 
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CURRICULUM, DEVELOPED UNDER THE SUPERVISION OF EUNICE KENNEDY 
SHHIVER, INCLUDES SECTIONS WRITTEN BY EXPERTS I'' THEIR 
FIELDS. THE CURRICULUM INCLUDES MODULES THAT CAN 3E ADOPTED 
FOR USE IN A VARIETY OF SUBJECT AREAS INCLUDING HEALTH, 
PHYSICAL EDUCATION, SOCIAL STUDIES, ENGLISH AND OTHERS. IN 
ITS MODULES, GROWING UP CARING PROMOTES CARING FOR BOTH SELF 
AND OTHERS AND RESPONSIBLE SEXUAL DECISION MAKING. TOPICS OF 
THE riC?nr.ES INCLUDE: 



HEALTH AND NUTRITION 

AVOIDING RISKS (DRUGS AND ALCOHOL) 

PLANNING AHEAD 

GETTING AMD KEEPING A JOB 

LEARNING TO COMffJNICATE 

FRIENDSHIP, SEX, LOVE, MARRIAGE 

FAMILY 

BEING A PARENT 

AVOIDING HARM (SEXUALLY TRANSMITTFD DISEASES) 
FAMILY DEVELOPMENT 
SERVING THE COMMUNITY 



IMPORTANT AS THE CURRICULUM IS, THE PROGRAM ULTIMATELY 
DEPENDS UPON THE CAPACITY OF ITS S^AFF TO REALIZE IN THE^R 
DAILY PRACTICE THE STATED GOALS OF A RESPONSIVE ;.ND 
COOPERATIVE ENVIRONMENT. 



THE COMMUNITY OF CARING PROMOTES RESPONSIBLE DECISION- 
MAKING BY PROMOTING THE ETHICAL DEVELOPMENT OF ADOLESCENTS. 
AS THE NAME IMPLIES, COMMUK .JS OF CARING ARE MADE UF OF 
PEOPLE WHO EXPFj2SS FAMILY VALUES, WHO SUPPORT ADOLESCENTS, 
WHO OFFER t'NCOUP iGEMENT AND DIRECTION FOR ADOLESCENTS IN AN 
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ENVIRONMENT THAT IS ACCEPTING AND BASED ON THE UNIVERSAL 
ETHICAL VALUES OF PAMILY, RESPONSIBILITY, SELF-RESPECT, 
PLANNING FOR THF 'UTURE, HONESTY AND CARING. 

THE SUPPORTIVE COMMUNITY OF CARING ENVIRONMENT HELPS 
TEHIS TO DEVELOP MEANINGFUL, HEALTHY, CONSTRUCTIVE 
RELATIONSHIPS. SUCH RELATIONSHIPS ARE BASED ON AND DEMAND 
RESPECTr EQUALITY r AND DIGNITY. THESE POSITIVE RELATIONSHIPS 
CHALLENGE THE TYRANNY OF PEER PRESSURE. IN SUCH 
RELATIONSHIPS INDIVIDUALS FEEL FREE TO ASSERT THEIR OWN NEEDS 
4ND NOT FALL TO THE DANGER OF BEING SUBMERGED BY PRESSURES OF 
OTHER PERSONS OR GROUPS, NOR SUCCUMB TO THE DANGER OF ONE 
INDIVIDUAL EXPLOITING ANOTHER. THESE POSITIVE RELATIONSHIPS 
HAVE MEANINGFUL AND OPEN COMMUNICATION AND ARE BUILT AROUND 
SHARED ACTIVITIES, COMMON INTERESTS AND VALUES, AND COMMUNITY 
ENDEAVORS. 

WITHIN THIS SUPPORTIVE COMMUNITY OF CARING ENVIRONMINT, 
ADOLESCENTS FEEL FREE TO BUILD I N'"'ERPERSONAL SKILLS NECESSARY 
FOR MATURE AND RESPONSIBLE HUMAN SEXUALITY. THE COMMUNITY OF 
CARING PROPERLY PLACES ISSUES OF VALUE AND ADOLESCENT 
DECISION-MAKING IN THE CONTEXT OF RELATIONSHIPS BETWEEN 
INDIVIDUALS IN A COMMUNITY. 

IT IS THROUGH REPEATED EFFORTS AT LEARNING TO TRUST, AND 
DISCOVERING THAT DOING SO REQUIRES SELF-DISCIPLINE BUT ALSO 
BRINGS REWARDS, THAT STAFF AS WELL AS ADOLESCENTS LEARN 
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TOGETHER TO REALIZE THEIR HOPES IN EVERYDAY LIFE* THIS 
CONTEXT OP TRUST AND COMMITTED RELATIONSHIPS IS THE REAL 
BASIS FOR THE DEVELOPMENT OP JUDGMENT AND THE APPRECIATION OP 
^HAT THE CURRICULUM CALLS "CORE VALUES": SELP-ESTEEM, SELP- 
DISCIPLINE, PAMILY AND CARING* RELATIONSHIPS EXPERIENCED AND 
REFLECTED ON WITHIN THE COMMUNITY PROVIDE "MODELS" POR 
ADOLESCENTS STRUGGLING TO RELATE BETTER TO THEIR BODIES, 
THEIR EMOTIONS, THEIR PAMILIES, THEMSELVES AND OTHERS* 

IN ITS WIDEST AIM, THE COMMUNITY OP CARING TRIES TO 
BRING TEENAGERS INTO A PULL COMMUNITY LIPE; ONE WHICH 
INCLUDES NOT ONLY THE TEENS AND THE STAFP OP TEACHERS AND 
COUNSELORS. BUT THE FAMILIES OP THE TEENS AND AS MANY LOCAL 
GROUPS AND ORGANIZATIONS AS POSSIBLE: SCHOOLS, RELIGIOUS 
ORGANIZATIONS, SOCIAL SERVICE AGENCIES, VOLUNTARY GROUPS AND 
LOJAL BUSINESSES. THE HOPE IS THAT IN THEIR STYLE OP 
OPERATION, AS WELL AS THROUGH SPECIFIC OUTREACH ACTIVITIES 
SUCH AS TEEN CLUBS AND LOCAL TEEN FORUMS, THE COMMUNITY OP 
CARING FUNCTIONS AS A COMMUNITY-BUILDING AGENT, OFTEN 
ENGAGING IN BOTH ORGANIZING AND "NETWORKING" U10NG DISPARATE 
GROUPS TO BRING THE IDEA OF "COMMUNITY" TO REALITY. 

THE TEACHING STRATEGY AT WORK IN THE COMMUNITY OF CARING 
IS TO PROVOKE, WITHIN THE CONTEXT OF SUPPORT, A SUSTAINED, 
REFLECTIVE, ETHICAL ENGAGEMENT. IN EFFECT, WHEN IT WORKS 
WELL» THE PROGRAM ASKS ADOLESCENTS TO ASK THEMSELVES: "NOW IN 
LIGHT OF WHAT IT IS LIKE TO BE PART OP SUCH A COMMUNITY, 
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LIVING THIS KIND OP LIFE (AS A COMMUNITY MEMBER), WHAT DO I 
WANT TO DO WITH MY LIFE?" THE HOPE IS THAT IN THIS NEW 
CONTEXT, STRONGER, FULLER AND MORE REALISTIC ASPIRATIONS CAN 
TAKE FORM, IN PART BECAUSE SUCH IDEALS ARE DISCUSSED AND 
MODELLED BY STAFF, BUT ALSO BECAUSE THE COMMUNITY OF CARING 
PROVIDES A PLACE WHERE SUCH ASPIRATIONS CAN MAKE SENSE* 
PRACTICALLY, IN A WAY THEY DID NOT BEFORE. THE PROGRAM 
SUPPOSES THAT THESE VALUES DO NOT NEED TO BE IMPOSED, AND 
THAT THEY CAN BE SERIOUSLY EXAMINED "SOCRATICALLY" BECAUSE IN 
SUCH A CONTEXT A PERSON GROWS FREER AND MORE ABLE TO DECIDE 
FOR HIMSELF/HERSELF. 



THE GOALS OF A COMMUNITY OF CARING INCLUDE: 

O RESPONDING TO ADOLESCENT CRISES (INCLUDING 

ADOLESCENT PREGNANCY AND PARENTING, INAPPROPRIATE 
SEXUAL BEHAVIOR, AND SCHOOL DROPOUT); 

O CREATING A PLACE WHERE STUDENTS, PARENTS, 
TEACHERS AND COMMWITY MRMBERS HAVE THEIR 
VOICES HEARD ON SCHOOL POLICIES AND OTHER 
ISSUES THAT AFFECT THE LIVES OF ADOLESCENTS; 

O PROMOTING RESPONSIBLE DECISION-MAKING, WITH 
SPECIAL EMPHASIS ON SEXUAL DECISION-MAKING; 

O PROMOTING MEANINGFUL NON-SEXUAL FRIENDSHIPS 
AMONG STUDENTS; 

O PROMOTING COMMUNICATION AMONG ADOLESCENTS, 
THEIR PARENTS, EDUCATORS AND OTHER ADULT 
PARTNERS IN -^HE SCHOOL PROGRAM; 

O TEACHING AND PROMOTING UNIVERSAL VALUES OF 
CARING, RESPECT, RESPONSIBILITY, HONESTY 
AND FAMILY; 

O PROMOTING GOOD HEALTH AND PHYSICAL FITNESS; 

O PROMOTING PLANNING AND PREPARATION FOR THE 
FUTURE AS RESPONSIBLE, CARING ADULTS. 
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itfXOIiPLISHWWTS AMD IMPACT OF THB COHMTOITT OW CARIMG 

THE COMMUNITY OP CARING WAS INITIALLY DEVELOPED TO 
RESPOND TO THE NEEDS OP PREGNaNT ADOLESCENTS AND THEIR 
PAMILIES* 



THE EPPECTS OP THE COMMUNITY OP CARING HAVE BEEN 
CAREPULLY EVALUATED. SINCE ITS INCEPTION IN 1977 WITH 300 
SITES, THE COMMUNITY OP CARING HAS SERVED THOUSANDS OP 
ADOLESCENTS, ADOLESCENT MOTHERS, AND THEIR PAMILIES* THROUGH 
EVALUATIONS OP THE .'ROGRAM THROUGHOUT THE UNITED STATES, IT 
HAS BEEN DETERMINED THAT COMMUNITY OP CARING PARTICIPANTS: 



O HAVE A HIGHER RATE OP RETURNING TO HIGH SCHOOL 
AND GRADUATION A 30% HIGHER RATE OP RETURN 
WITHIN ONE YEAR THAN THE NATIONAL AVERAGE. 

O HAVE SIGNIPICANTLY REDUCED DRUG AND ALCOHOL ABUSE. 

O HAVE SIGNIPICAKTLY REDUCED CHILD ABUSE. 

O HAVE TWICE THE AVERAGE OP PULL OR PART-TIME 
EMPLOYMENT THAN THE NATIONAL AVERAGE POR 
ADOLESCENTS . 

O HAVE A GREATLY REDUCED RATE OP REPEAT PREGNANCIES 
85% PEWER REPEA; PREGNANCIES THAN THE NATIONAL 
AVERAGE. 

O SHOW A SUBSTANTIAL REDUCTION IN LOW-BIRTH WEIGHT 
BABIES — 45% LESS THAN THE NATIONAL AVERAGE. 

O HAVE AN INPANT MORTALITY RATE OP NEAR ZERO, ZVQH 
IN HIGH INPANT MORTALITY AREAS. 

O RECEIVE HIGHER QUALITY AND COMPREHENSIBLE PRENATAL 
CARE THAN DO THEIR PEERS NOT IN THE PROGRAM. THIS 
IS PARTICULARLY IMPORTANT BECAUSE ADOLESCENT 
MOTHERS THROUGHOUT THE NATION (YOUNG WOMEN MOST IN 
THE NEED OP PRENATAL CARE) ARE THE LEAST LIKELY TO 
RECEIVE IT. 



ERLC 



82 



79 



COHMmiITT OF OU ac SCBGOL 

THE COMMUNITY C CARING HAt^ kJCENTLY EXPANDED ITS SCOPE 
TO INCLUDE PRIMARY PREVENTION OP ADOLESCENT PREGNANCY BY 
CREATING COMMUNITY OF CARING PROGRAMS IN SCHOOLS. THE FIRST 
OF THESE SCHOOL PROGRAMS HAVE BEGUN Iri NEW HAVEN, CONNECTICUT 
AND IN LOS ANGELES, CALIFORNIA. SEVERAL OTHER SCHOOLS AND 
SCHOOL SYSTEMS APE PREPARING TO CREATE COMMUNITY OF CARING 
SCHOOLS. THE ESTABLISHMENT OF COMMUNITY OF CARING SCHOOLS IN 
FIVE CITIES WILL BE SUi'PORTED, IN P^RT, OVER THE NEXT THREE 
YEARS BY A $^00,000 GRANT AWARDED TO THE COMMUNITY OF 
CARING, INC. WE FIRMLY BELIEVE "HE IMPACT OF THIS PROGRAM IN 
SCHOOL SETTINGS WILL BE AS PO S? AS THE IMPACT HAS L-3EN, 
AND CONTINUF*- 70 BE, IN HEA -I hSC ...MAN SERVICES AGENCIES 
OVER -HE PAST TEEN YEARS. 
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Chairman Miller. Mr. Price. 

STATEMENT OF RICHARD H. PRICE, PH.D.. EXECUTIVE DIREC- 
TOR, MICHIGAN PREVENTION RESEARCH CENTER, UNIVERSITY 
OF MICHIGAN, ANN ARBOR, MI 

Mr. Pric£. Good mornings Mr. Chairman^ disting lished members 
of the committee. 

Fve been asked to discuss the question, what do successful pre- 
vention programs have in common? As I listen to my colleagues, I 
find much of what I have to say reinforces what they have already 
said. But first, let me give you some background. 

For the last several years, the American I^chological Associa- 
tion has sponsored a Task Force on Promotion, Prevention and 
Intervention Alternatives. The mission of the Task Force has been 
to identify successful prevention programs where evidence of effec- 
tiveness was convincing. We hoped that the program models we 
identified could be disseminated more widely throughout the 
United States. 

Early in the life of the Task Force» we contacted over 900 expeiis 
throu£^out the country who we believed were knowledgeable about 
prevention programs or had developed programs themselves. In re- 
sponse to our inquiries, we received 300 replies describing an ex- 
tremely wide ra^ge of pi mention efforte delivered in a range of 
family, school and community settings. 

The Task Force set about examining these programs, searching 
for promising programs that had collected evidence of effectiveness 
and which were potentially replicable. From these 300 programs, 
we identified a much smaller set of 50 programs where research 
evidence for t^ <)ir effectiveness was available. After carefal scruti- 
ny of the r^earch evidence that was offered for each of these 50 
programs, we identified 14 programs which we believe can serve as 
models. 

It is important to note that these programs are targeted at popu- 
lations across the lifespan from preschool ages through mature 
adulthood and that they are delivered in a wide range of family, 
school and community settings. There are surely many more pro- 
grams that we were not able to identify and the 14 programs are 
described briefly and have been entered into the record. 

So the question remains, what do these successful progra^ns have 
in common? While the programs are quite diverse and are directed 
at a wide range of populations, I believe there are several elements 
thf ' share in common and can guide us in future prevention ef- 
for.j. 

First* the programs are tergeted. These programs focus on groups 
for which there is a reasonably well-defined understanding of their 
risk fitatus. Risk siatus is marked by such characteristics as age, 
income, minority group stetus, single paient household, maiital 
status, or anticipation of some life transition such as entry into 
school or widowhood. For example, one of the programs which has 
been rigorously evaluated is taigeted at rural, blr-^k preschool chil- 
dren at risk for mild mental retardation. Another is focused on 
low-income Mexican-American families with very small children. 
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A second feature of these programs is that they are designed to 
alter the developmental course and life tr^'ectory in a positive di- 
rection. Suweseful pi«vention programs usually do more than 
produce a short term palliative effect. Instead they are successful 
in changing the life circumstances of the individual in ways thp" 
alter the developmental course in a positive direction. Early pre- 
school programs are clearcut examples of this, and incidentally 
thece are programs that almost invariably have an important fea- 
ture of puental involvement. While we do not have firm long-term 
evidence for the success of all of these programs, they are aimed at 
long-term change, setting individuals on new d-welopmental 
coiuses, openmg opportunities, changing life circumstances or pro- 
viding new supports. 

A third feature of these programs is thai they eith<?r give people 
*° effectively or provide support in thecon- 

text of life transitions. An example of a program tai^^eted at pro- 
viding new skilk for children provides preschool children and early 
pammar sch'jol children wit!; interpersonal problem solving skills, 
teachmg them to generate alternatives, evaluate solutions to prob- 
lems and cope more effectively. A number of supportive programs 
^urt ^especially oriented around life transitions like entry into 

A fourth feature o- these programs is that they provide nev 
skills and support bj ..^rengthening the natural supports and re- 
«>"jjces of family, community or school settings. 

■tu^ f""^"*"* succesaful only when they can be integrated 
mt^ and effectively strengthen, local community resources. Suc- 
cessftU programs cannot be imposed exclusively from outside. In- 
st*^, they are the product of local community strengths combined 
with, and I emplwsiza this, well-developed reneatable program ele- 
" w 11 ^ demonstrated preventative effects. 

u^^' ^ *° emphasize this, successful program have 
collected rigorous research evidence to demonstrate their success. 
While It may seem obvious to say so, our experience is that many 
promising programs have been developed without the expertise or 
remurces to evaluate their effectiveness. 

A program that has collected such rigorous evidence is the Perry 
early preschool enrichment program, which foUowed those children 
and a control poup to the age of 19 and e-nployed a rigorous re- 
search awign. Th,^ findings included not ^nly early scholastic Li- 
creases, but later reductions in involvement in crime and delin 
quency, and use of welfare. The children who went throufeV these 
programs had higher employment rates, and, in fact, cost/benefit 
analyses suggest that the benefits exceeded the cost invested in 
these programs by a factor of ^even. 

Rigorous research on prevention progranw is expensive, timeK»n- 
wmung and absolutely essential if prevention programs for chil- 
dren, youtih and families in the United States are to fiilfill their 
promise. This means resources are needed for training and educa- 
tion of researchera and program developers; funds are needed to 
wnauct new program development, research and evaluation a tivi- 
ties; and it means we need more resources for basic research on ap- 
plied problems. 
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We need to understand the causes, the course, and the ou*c )m'* 
of successful and unsuccessftil life courses for all of our citizens. W. 
need to understand the routes to well-being in order to increase th'^ 
chances that every person in the United States can fulfill his or 
her potential. 

Let me say one last word that summarizes some things that my 
colleagues have said and that has occurred to the Task Force. First 
of all, these successful programs and many of the others that have 
been described by Dr. Hamburg and others are based on theory and 
research rather than guess work and testimony. They are typically 
based on developmental theory and research across the life span. 

Secuud, they frequently recognize that populaiions are at risk for 
multiple, intertwined negative outcomes— drug abuse, school fail- 
ure, i volvement in the criminal justice system. These are not sep- 
arate prcblems, they cannot be dealt with separately as categorical 
funding implies. We have to recognize the intertwined nature of 
these problems. 

Third, we have to begin to set standards for evaluating these pro- 
grams that are widely accepted. We have to accept the fact that 
rigorous research design, Icng-term follow-up in experimental 
trials, is going to bt absolutely essential if we are not going to be 
wasting resources. Prevention programs dou't become true preven- 
tion programs simply by being called "prevention programs." We 
need evidence for scientific effectiveness for each of them. 

We also need U) recognize that early promising programs have to 
be assessed on a larger scale demonstration basis to test the range 
of applicability and to understand strategies for dissemination o^ 
these programs in a wide variety of cultural contexts. 

Finally we need long-term commitment. We have to shift from a 
crisis mentality to a long-jerm commitment both in the scientifi*" 
and policy communities ooth through rigorous research on preven- 
tive trials rmd through dissemination of effective programs. 

Thank you. 

Chairman Miller. Thank you. 

[Prepared statement of Richard H Price, Ph.D., and ' Moi:<?l Pre- 
vention Program Abstracts" follow:] 
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Pup^KD Statuiknt of Richard H. Pwcb, Ph.D.» ExBcimvi Dirktok, Michigan 
PkcvENTioN Rebeasch Cbntkr, UNnmsmr of Michigan. Ann Auor, MI 



For the last •everal years » the A«erlc«n Psychological Association haa 
aponaored a Taak Force o. Pro»otAOn. Prevention and Intervention Alternatlvea. 
The ttlaalon of the Taak Force haa been to Identify aucceaaful prevention 
prograaa where evidence of ef fectlveneaa was convincing. He hoped that r 
program aodela we Identified could dlaaealnated aore widely throughout the 
United Statea. I have aerved aa Chair of that laak Force. Other aeabera 
Inclide paychologlats E»ory Cowen, Ray Lorlon, Julia RaK>a-HcKay an! Beverly 
Hltchlna» Office of Profeaalonal Affalra, American Paychologlcal Aaaoclatlon. 
Early In the life of that Taak Force, we contacted over 900 experca throughout 
the country who we believed were knowledgeable about prevention prograM or had 
developed prograaa theM Ivea. In reaponae to our loquirlea we received 300 
repliea deacriblng an extreaely vide range of prevention efforta, delivered in a 
range of faally» achool aih^ coaaunlty aettlnga. 

The Taak Force a«t abou eksalnlng theae prograsa. aear-hlng for proalaing 
prograM that had collected evla*nce of ef fectlveneaa and wh<ch were poteovlally 
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rcpllcsble. Froa Chet» 300 progrMH, we Identified • auch SBAller set of 50 
progrot where we believed reeesrch evidence for their effectiveness might be 
•vsllsble. After careful scrutiny of the research evidence offered for esch of 
these 30 profrsae. we Identified 14 progreas which we believe can serve «s 
aodels. It Is laportsnt to note that these prograas are targeted at populations 
across the lifespan froa preschool ages tnrougii aature adulthood, and tnat they 
sre delivered In a wide range of faally, school, snd coaaunltr settings. It Is 
also laportant to note cbst our sesrch Is probably not exhaustive. There sre 
surely aany aore prograas that we were not able to Identify. The 14 prograas 
are described briefly In the attached set of sbs tracts. 



Uhlle these prograas are quite diverse snd sre directed at a wide range of 
populstlons, 1 believe there are several eleaents that they share In coaaon t* it 
can guide ua In future prevention efforts. 

!• The prograaa are targeted . Th^se prog raw* focu« on groups for which there 
ab a reasonably well-defined understanding of the<r risk status. Risk 
statu* is aarktd by such characteristics as age, incoae, minority ^roup 
status, single parent household, aarital status, or the snticlpstlon of 
aoae life transition such as entry into high school or widowhood. 

2- Successful prograas are designed to alter the developaental course snd 
life trajectory < n a ^sltive direction . Successful prevention progrsaa 
usually do aore than produce a short tera palliative effect. Instead, 
they are successful in changing the life clrcuastances of t individusl 
in way^ that alter the dev^iopaental course in s positive direction. 



What Do Successful Programs Have in Coaaon? 



ERIC 




85 



I 



llhlle we do not have fin loog-tera evidence of the •uccess of Bcme of 
these progreat, they ere elaed at long terv cbenge, setting Indlvlduele oo 
new developaencel courses, opening opportunities, chsnglng life 
clrcaast«oces, or providing oev supporCJ. 

3- Successful progrs— either give people nev skills to co^ wore effectively 
or provide support In the content of life trsnsltlons . Frogr*** generate 
positive change In one of tvo ways "rograaa are either alaed at (l) 
providing people irlth nev akllla to cope irlth the challe:igea and deaaoda 
the J face, or (2) hj providing nev aupporta during life transit lona such 
aa entry into achool, a change In aarltal atatos, or vldovhood. A nuaber 
of theae prograaa. In fact, use both of theae atrateglea to alter the 
peraon'c developaental courae. 

4. Succeaaful prog^a— provide nev akllla or aupport by atrengthenlng^ the 
natural aupporta and reaourcea froa family, comr- nlty, or achool 
aettlnga . Theae prog»'aaa are aucceaaful only vhen they can be Integrated 
vlth, and effectively atrengthen, local coMunlty reaourcea and 
atrengtha. Succcaaful prograaa cannot be laposed froa vlthoat. Inatead. 
they are the product of local coaaunlty atrengtha coablned vlth 
vell-developed and repeatable prograa eleaenta that have dcaonatrated 
prevent Ive effecta. Thua, collaborative arrangeaenta vlth a aupportlve 
achool, coaaunlty, or yolunieer organization are alcoat alvaya In 
evidence. 

5. Succeaaful prograaa hsve collected rigorous re a< arch evidence to 
deaonatrate their auccesa . While it aay seea obv lus to aay ao, our 
experience la that aany proalslng prograas have been developed vlthout the 
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•Xpert or rcaoarcct to evtlu«cc their effcctiveneee. tlforoue retcerch 
oa preveotioo progrni ia cxpeneivc, tlae-coneialnf eod abeolatclf 
Mtcntlel if pu'eveotion pr'^reae for c<)ildrco, youth, aiJ faailica in the 
United Stetca er< to fulfili. their proalat. Thia utmam (1) resovrcea are 
needed for rreining a^ education of reaeerchcra end prog rev dcvclopera, 
(2) fttoda ere needed to conduct new profraa develop«eat, research, end 
eveluetioB activitiee, end it neene we need (3) sore reeoorcee for heeic 
feeeerch on epplied proble*. We need to underetend the ceoeee, the 
coorse, end the outcoaee of eucceeeful end uneucceeeful life coareee for 
ell of our citizens. He need to underetend the rontee to well being in 
order to increese toe cheocee that every person in the United Stetee cen 
fulfill their potentiel. 
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Model Prevention Program Abstracts 

Task Force on Promotion, Prevention and 
Intervention Alternatives 

A;rtcr1can Psychological Association 



AP4 Tfis^ Forctt on vo«iot<Of« Prevention and Intervention Alt«rnatW«s 



Autttor(s) 



Target Group 



Ot>)»ct tvcn 



■Jor Int«rv«nt4on 
M«thodologi«s 



wniiafli f fio<ig«« 
Unw«rs 4 ty of 

COlorA<Jo Pcu'd<»r 



» »w I y Separ «teri 
Persons 



To nrovfd* social 

ort and fact 1 1 tat* 
• t«ncc bliMoIng in 
«14Z«tfon. Child 
rearing and single 
parenting, career 
planning and 
-HiV'oyiwent leg*' and 
f fnanciai issues 
liousing and 
k Ing 



Si« month program 
provided by a 
paraprof ess lonal and 
subject matter evoerts 
In t^•e form of 
Individual and group 
consul tat Ion. upon 
demand, on topics 
Identified in tne 
p( oqram objectives 



Intervert Ion group 



significantly higher 
In adjustment. Had 
fewer separation 
related problems and 
reported slgn<r Icantly 
greater separation 
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Chairman Miller. Congresswoman Boggs. 

Mrs. Boggs. Thank you, Mr. Chairman. I ask the Chairman's 
permission and the indulgence of my colleagues to tell you how 
much I api)reciate what you do day in and day out, of course, but 
also for bringing your expert knowledge, your concern and your 
caring to this committee and to tell you how much I had looked 
forweutl to being able to enjoy all the testimony and the give and 
take afterwards. 

But I have been pressed into service to chair the HUD and Inde- 
pendent Agencies Appropriations Subcommittee and I r^ret very 
much that I will be denied the privilege of 3taying with you for the 
rest of the hearing. 

Thank you so much and thank you, Mr. Chairman for the oppor- 
tunity of saying so. 

Chairman Miller. Thank you. 

It was the intent of this Committee — well, I should say it was mv 
intent, when we first had discussions about this committee with 
the Speaker and others that all too often members of Congress and 
policy makers generally were dealing in failures. We found that 
most of their time was looking for lost Social Security checks or 
Veterans Benefits or trying to get somebody in the Army and out 
of the Navy or vice versa. And I suspected when we went home and 
talked to our spouses and ou^ friends that sometimes we were a 
little frustrated that we couldn't pculicipate in more successes. One 
of the themes of the committee has bt^n to look at the opportuni- 
ties for success, based upon the premise that our children, at what- 
ever age, are certainly capable of Car more than we nsk of them in 
terms of their potential to achieve. I think that this hearing contin- 
ues on that them.d, because in an hour and a half here, you have 
taken most of the politicians' nightmares and basically suggested 
that they can be dealt with should we desire to do that; that, in 
fact, the problems of teenage pregnancy or drug abuse or substance 
abuse generally, early chiMhood education or enhancing decision- 
making capabilities — that should we desire to do so, there are a 
number of communities and programs out there that are in fact 
mitigating the harm that lias oeen done by those negative choices. 
They are also reducing the harmfUl impact of those choices or 
those events on young people and on their families, which goes to 
probably a hearing we'll have to have some other time cn naticmal 
will and patience in dealing with some of these problems. But if in 
fact what you're seeing is accurate, and I believe it is given your 
collective backgrounds and the time you've silent lookii^ at these 
problems and at programs for prevention and successful interven- 
tion, then that's probably a qu^ion that we're goii^ to have to go 
after with some commitment. For I think you're right, thr. Price, 
that to continue to stagger from issue to issue on a crisL basis, 
having just staggered from drugs to AIDS, the real question is 
whether or not we are prepared to have some long-term vision re- 
garding each and every one of these problems. 

And finally, the other striking faict is that ir. most of the pro- 
grams that you have surveyed or that you're promoting or that 
you've looked at, they seem to take a step back from the specific 
crises or the urgency. What you're talking about here, whether it's 
in Head Start or drug prevention or sex education or AIDS is the 
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notion of allowing people to understand how you go through the de- 
cision making process and empowering people to understand it's 
not just whether you make the decision to smoke marijuana today 
or tomorrow; it's a whole question of harmful decisions. It seems to 
me — I don't want to put words in your mouth—thai you're suggest- 
ing that people have to come to grips with the question not just of 
child abuse m and of itself but also of parenting. We have to step 
hack a little bit and look at this in terms of some skills that need 
to be acquired. If those skills are acquired they may work just as 
well for tobacco as for cocaine and may work just as well in terms 
of parenting as they will later in adolescence. I think that's impor- 
tant for us t) note. 

Let me just ask a couple of Questions; I want to make sure that 
my colleagues have time to do the same. 

Dr. Miller, relating to your testimony, if we get deeply involved 
m these issues of prenatal care, teenage pr^ancv, child bearing, 
and all of the issues that surround the decision-m&king process and 
the outcome and the events, some say that all of this is really going 
to lead to higher sexual activity among adolescents or among 
people that we really don't want to engage in sexual activity, that 
in fact this really isn't a cliicken or an egg argument, and that 
this discussion or promotion of these services i: what leads to this 
BCtivity^Can you expand on that in terms of your presentation 
here? What's ^oing on in other countries that are more deeply in- 
volved in this issue than we arc? 

Dr. Miller. There are two points that I would like to make in 
relation to that, both in the context of emphasizing that Western 
Europe seems to have much less of a problem of teenage pr^an- 
cies than we have and they experien^ *ather dramatic declines 
in teenage pr^^nancy and childbearing u .ing the 1970's. 

Thei-* is absolutely no evidence that adolescents in Western 
Europe have a later onset of sexual activity than we have in this 
country. All of the evidence is that sexual activity is about the 
same. But the compelling difference is, in Western Europe there 
are well-organized programs of sex education, ordinarily school- 
based, and more widespread access to contraception. 

The second point that I wanted to make is that it's true, as other 
testimony brought out, that teenage childbearing is associated with 
higher rates of low birthweight and with higher infant mortality 
and with subsequent morbidity, and a whole host of problems, but 
not 7. pregnant teenagers receive comprehensive adequate care as- 
sociated with cheir pregnancy. 

The impact of maternal age on pregnancy outcome is very small 
if those people have received adequate care. The truth is, we don't 
provide them with adequate care. 

Chairman Miller. Thank you. Dr. Kenny, when x listened to you 
describe Community of Caring as a program, obviously it appears 
to be rather comprehensive in terms not only of the goals of the 
program, but also of, as you have suggested in your audits of the 
program, ihe ouuM)mes that you have determined in terms of re- 
duced drug and alcohol abuse, reduced child abuse and greater par- 
ticipation in terms of employment and less repeat pregnancies. 
What s the burden that's placed on a social agency or a school that 
wants to engage in this kind of program? 
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Are we talking about an entire restructuring or is this compati- 
ble in effect to— I leaned over to Congressman Weiss and I said I 
thought that's what the schools were supposed to be doing, but I'm 
sure that's not a universally shared view. 

Mr. Kenny. I think that the biggest burden that's incurred is to 
look at what we are actually doing in schools and what we should 
be doing and then in making some small shifts, of actually saying 
that we have a responsibility to the students and to the community 
at large to talk about relationships. And we don't really provide, 
we know that we can find kids in schools, we can find adolescents 
in schools and pre-adolescents in schools, we teach them in a way 
that is similar in many schools across the country, similar to an 
assembly line; we put them into a room, we ring a bell, we move 
them to the next room, we ring a bell, we move them to the next 
room and at the end of the day they're a car, or at the end of the 
year, they're a car. 

What we haven't done is really worked very hard at talking 
about and forming lalationships with children in schools. 

We haven't given them the opportunity very otten to make deci- 
sions. We haven't allowed them to make decisions about where the 
Coke machines will be, where the bike racks will be, very small de- 
cisions but one that thev could all participate in without changing 
the entire structure of the educational system in this country. 

We don't do that. We tell them what to do from the first period 
right on through and then at about 13 or 14 years old when we 
haven't talked about relationships. I'm here to teach English and 
then you're going over to your math teacher and then you're going 
to have someone else. Then at 13 or 14 years old we say to tikem, 
well now you have to make some decisions and it's about relation- 
ships, good luck. We don't really give them any kind of backup. It's 
one of the most important decisions they have to make and, as Dr. 
Miller said, at a very important time in their life, whether or not 
thev'll partake in sexual activity. 

Now, they don't have enough guidance, we, as an educational 
system, haven't given them the opportunity to make any decisions. 
Now we're giving them a very important decirion. We haven't 
really given them the opportunity to talk about what it means to 
be in any kind of a positive, nonsexual fulfilling relationship. So 
the first relationship that they're in, the pressure is on to make a 
very important decision and they have a background in neither one 
of those areas. 

So I think, to respond to your question, the shift is not great, 
there's not a tremendous financial burden on schools or agencies. 
It's an orientation to allow people to start to see that we have to 
start talking about relationships and decision-making in these 
Agencies. 

And I just wanted to make one other comment. I think there is a 
structural change that r/ould make a lot of this much easier. And 
that has to do with the size of American high schools. 

There is a body of research on the impact of size of high schools 
as an influence on how easy it is to establish relationships. In a 
small high school, it's easier for the English teacher to know all 
the students and the English teacher is also much more likely to 
know the students as their coach and maybe the advisor to a club. 
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The size of American high schools went from roughly 500 stu- 
dents in the early 1950's to an average of more than 1500 students 
over a period of 15 or 20 years. And I think large high schools 
make it much more difRcult to have these kind of relationships. 
And that's a change that weVe seen that we haven't mentioned 
today, but is a structural change thr l has a real impact on the con- 
text in which these kind of prevention prograr.s could operate. 

Chairman Miller. Mr. Hastert. 

Mr. Hastert. Thijik you. I think it has certainly been an inter- 
esting morning, listening to testimony. 

I spent 16 years in the school system, and you talk about some of 
the t>iings I've been interested in. However, 1 was the Chairman of 
the Social Science Department and you didn't talk about these 
things to people in the math department, science department and 
other departments because it infringed upon their time and their 
academic right to teach what thev want to teach. 

One of the things that you talk about, and I'm interested in Dr. 
Kenny's response, you're talking about a holistic approach to edu- 
cation. And what I m wondering, in your scheme of things, how do 
you teach the teachers? 

Because what you're saying is that you're dealing with a genera- 
tion of people or several generations of people that haven t done 
this before. And I'm not trying to be negative, but I'm just trying 
to be realistic that they are very protective of their own areas of 
academic endeavor, in moving from a type of education that is usu- 
ally quantitative. You know, you can't get teachers to put down A, 
B and C's anymore because they want to put 98's and 86's and 32's 
down because that's quantitative and it's easier to figure and you 
don't have to make a subjective decision. 

You're talking about asking people not just in an educational 
realm, which in the area of public education people would go to 
courts and they were bein^ very protective of what you teach chil- 
dren other than quantitative things. How do you do that? What's 
your schematic. 

Mr. Kenny. We got into a lot of those problems earlier, especial- 
i» high schools. And talking about large, comprehensive high 
schools that were developed, the idea at least was developed in the 
late 50 s. One of the things that we found along the way was to 
work in junior high schools, because junior high schools really ad- 
dress two of those questions. 

The first question, junior high schools are usually smaller. And I 
think there are many who suggest that junior high schools were an 
awful invention. That you put kids who are having the most diffi- 
cult time in their lives into a buildiM together and say good luck. 
Our proffram kind of addresses that by saying all right, we've got 
junior high schools. They're small. We also have a greater percent 
age of parent involvement than you do in a high school. You also 
don t have the academic preciousness that you find in the high 
school' people that are teaching math are going to stick with 
math. Junior high school teachers we found in general believe that 

ert of the process of a junior high is to get ki& socialized to go u) 
;h school. 

And this is a comprehensive pron>am and a large part of it cculd 
be seen as a socialization process. How do you get a 12 or 13 year 
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old to be a little bit more socialized in the context of a larger high 
school, larger community. 

Also, weve got a very pressing problem in this country of teen- 
age pr^nancy and now of sexually transmitted diseases. When you 
walk in and say we have this problem, what are we going to do, 
people don't say no, wc don't have a problem. The problem is out 
there and it's very clear. So, we step oack from it. Initicdly if you 
say this is the proolon, this is a possible solution, people pay atten- 
tion and they start to look at different ways of doing it. 

As you mentioned, you were in a classroom, if you talk to class- 
room teachers in a very practical hands-on way, and they've dealt 
with kids day to day, year to year, and you start to talk about rela- 
tionships and decision making, very few teachers say oh, that 
doesn't make any sense. They do like to know how can I go about 
doing that And we are in the process of developing a training pro- 
gram to help teachers to train a small group of teachers in each 
school who then turn around and train other teachers in the 
school. 

But teachers know a lot of this stuff intuitively. They've worked 
with kids. It's their training, it's their professional background. We 
haven't allowed in some way teachers to do their job. We've forced 
them to t^h the curriculum and only the curriculum. 

Mr. Hastert. So your schematic then, your focus, is to train 
teachers to be 

Mr. Kenny. That's right. And an important step is to bring par- 
ents in. Because when you're talking about relationships and 
sexual activity, the parents have to be there. Otherwise there are 
all kinds of problems. It needs to be reinforced at home and it 
needs to be a community effort. 

We've also found that the most important thing when you're 
talking about relationships and sexual activity, and you're tidking 
to children, the parents are not as concerned about what you're 
teaching as who is teaching it. And if they like Mrs. Smith or Mr. 
Jones and Mr. Jones is going to be there, well, that's okay. And 
that's why it's very important to get the personnel involved be- 
cause the parents will come along and support it. One of the big- 
gest complaints we have in schools is there's not enou^ parent in- 
volvement. This is the way you get parents involved. They're talk- 
ing to my kids about this stuff, they re inviting me in to get train- 
ing, to get involved. So it is very comprehensive. 

Dr. Hamburg. The schools systems that I've bee involved witli 
over the years sometimes are vety protective about teaching 
values. These are things that you talk about and it surprises me. I 
guess I'm showing tluit I'm a little bit archaic in some of my 
thoughts. But it seems to me that a lot of the things that we ask 
the schools to do are things that have been given up by the church 
and the family and the community in the first place. 

And it seems to me, sure, I taught in a school that was 500. It 
was nice, it was a good situation. But I've also been in schools that 
are 5,000. And that s where the problems are. 

Mr. Kenny. That's right. 5,000 is very, very difQcult. And I can't 
say that we can tackle that one. What we're really zeroing in on at 
this point are the junior highs, because developmentally it makes 
the most sense to deal with kids that are in junior high level than 
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it is to deal with seniors in high school who are mostly gone in a 
lot of ways and in a school of 5,000 kids. 

Dr. Hamburg. That's probably the age group that they're most, 
that they start to pattern, too. 

Mr. Kenny. That's right. And they're very, very curious. 

Chairman Miller. Dr. Rowland? 

Dr. Rowland. Thank you very much, Mr. Chairman. And may I 
express my appreciation to all of you for coming this morning and 
sharing this insight with us. 

I was listening, Dr. Miller, to what you were saying about the 
amount that we spend on health care as a percentage of the gross 
national product. Compared to the rest of the European co^intries, 
we spend more but we nave poorer results in many areas. 

Looking at Switzerland particularlv, as I understand it, most of 
the responsibility for personal care m Switzerland rests with the 
cantons or the states themselves. Broad issues are addressed 
through the central government or the federal government. 

Their infant mortsditj^ rate is 7.6 per thousand, and ours is 
higher than 10. Why is it that we spend more and have poorer re- 
sults? I guess we could go to other areas. But we're tidking about 
infants and adolescents here. We spend more but we get poorer re- 
sults. It seems that the bigger we get, the worse we set And we've 
certainly gotten bigger over the past 20 ^ears when the federal gov- 
ernment became increasingly involved m trying to provide health 
care for our country. We do operate on a crisis basis. I've seen it in 
the five years that I've been here, members of Congress running 
around sticking their finger in the dike and holes break out else- 
where while trying to deal with the health care problems that we 
have in the country. We're just not addressing it. The thing now is 
catastrophic health insurance. Everybody wants to introduce cata- 
strophic health insurance. In my opinion, almost all of the legisla- 
tion that has been introduced is not ^oing to address the problem. 
It's going to make the problem worse m a lot of instances. 

Seems to me that we need to step back and look at what's taking 
place in our country and in our health care delivery system and 
say we've got to change directions; we've got to do something differ- 
ent fi*om what we have been doing. 

That's my feeling about it. That's what I thiz;k. And I think 
we're so busy looking at trees, we fail to see the forest. 

I guess I got on my stump a little bit there about that. But I was 
interested in what you were saying. Why is it that they have much 
better care and it costs less? 

Dr. Miller. Two points I'd like to make. One is specifically in 
r^ard to the situation in Switzerland. Switzerland does represent 
a highljr decentralized system in which the cantons are given great 
responsibility for services. 

but, in the instance of maternity care and peri-natal care, that is 
always within the context of centrally determined standards of 
care. And those centrally determined standards of care are then 
enforced by central government. A great deal of freedom is aliov/^ 
the cantons to fulfill those standards and implement them, even to 
the extent that the central government subsidizes the private in- 
surance companies in order to make sure that they mamtain ade- 
quate care that meets the national standards. 
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In response to your question about why does it cost us so much 
more, I am reminded of an analysis back in the early 1970's in this 
country when we were in the midst of enormous debate about dif- 
ferent systems of national health insurance, whether we would go 
with IKl plan or that plan. 

the analysis that appealed to me most at that time was one 
that ai^tempted to compare the costs of those various systems. And 
it's true that some did appear to cost more than others. 

But (he final line of that analysis is that the most expensive 
thing thet the country could possibly do is to do nothing at all. And 
we md nothing at all, and are left with a bill paying device of sub- 
sidiang whatever it is that a burgeoning industry seems to want to 
sell in the form of medical care. 

I think that the only solution is to commit ourselves to sjrstems 
of more universal participation and guarantees in basic, essential 
preventive health 'services. And I think initially that's going to re- 
quire some financial outlays and some expenditures that are going 
to be unattractive. But I think that has to be done in order for the 
long term savings that surely will result. 

Dr. Rowland. Well, listening to the comment about the section 
rate percentage, I recall that when I had obstetrics in medical 
school that— I don't know if any of you ever knew Dr. Torpin or 
not, but he was the guy in charge of the Department of Obstetrics, 
and caid your section rate should never be over 4 percent. Now it's 
23 percent. 

Why is it the section rate has gone up like this? Is it because doc- 
tors get paid more for doing sections, or is it for the convenience of 
the patient and the doctor? What's going on? There is a high infant 
mortality rate associated with sections, too. 

Dr. MnxER. I think any answer to that important question is 
going to involve a degree of speculation that I am reluctant to 
engage in. 

I think you have identified a number of plausible factors that 
have been incriminated. It is more convenient. It is more financial- 
ly rewarding. 

Obstetricians claim that it's to protect themselves agcunst mal- 
practice. The extent to which that may be true I don't think has 
been seriously studied and investigated. 

But there are alternatives to that and we need to develop the al- 
ternatives. But it's consistent with so much of the pattern of our 
care that we are willing to pay for whatever is the most elaborate 
and expensive technology anybody wants to promote. 

Dr. Rowland. We're not walking down the primrose path, are 
we? 

Dr. MiLLBR. I don't think it's irreversible. 

Dr. Rowland. I could talk for hours about this, Mr. Chairman. 
Thank you very much. And I thank all of you for being here. 

Chairman Miller. Thank you. Congressman Wolf? 

Mr. WoLP. Thank you, Mr. Chairman. I apolc^ize for coming in 
late. I have not read all the testimony but I wilL Just a few ques- 
tions. What are your individual feelings on school-based health 
clinics? 

Chairman Miller. Dr. Miller? 
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u 1 want to report only some recent evidence that may 

be well known to you from other sources about school-based health 
climcs, acknowledging how sensitive and controversial that subject 
w. But what I thought was superb, carefully controlled research 
done by a Dr. Lauri Zabin on school-based health clinics. They 
really weren't school-based, they were across the street. But they 
provided easfy access, and convenient counseling. 

Her findings were that beginning at age 12 through all of tha 
school years, the schools that had those clinics had on average a 13- 
month delay at every age group in the first onset sexual inter- 
course. 

It seems to me that it's compelling testimony to the effect that if 
you give information, some options, resources, help with decision 
making, teenagers make wise decisions. In this instance their deci- 
sions were to delay sexual activity. School-based health clinics did 
not promote early onset of such activity. 

Mr 7"'^LF. Is there anybody on the other side of this issue? Does 
the ivhole panel support school-based health clinics? 

Mr. Kenny. I think it's important to note that a school-based 
clinic is important but it's not enough, if we just do that, and we 
don t have a more comprehensive program to get kids to talk about 
a lot of the feelings, aJix>ut the relationships and sexual activities 
and decision making, that that is not quite enough. My only vote 
against it would be if we would stop there, and I'd like us not to 
stop there. 

Dr. Hamburg. I'd just like to add to it. I think that it is a very 
™P^rtont set of innovations which ought to be researched very 
carefuUy. I think the research that exists is very much compatible 
with what Dr. Miller said. 

I want to speak to the controversy. The controversy seems to be 
largely about whether or not you're going tc distribute contracep- 
tives. And while that's a part of it, there is a great deal more to be 
considered in assessing the value school-related health facilities. 
These are not contraceptive clinics, if we are serious. They're not 
femily planning clinics, if we are serious. They are health facilities. 
They are comprehensive health facUities. That is the crucial need. 

It ought not to be a device for diffusing contraceptives or any 
^her particular technology or particular point of view. It ought to 
be a serious entry of health professionals into a cooperative rela- 
tionship with the educational system. There is a great need for 
such cooperation. I don't care too much whether it's in the school 
or near the school. What's important is easy access where kids can 
reach out for help on a varietv of matters involving smoking and 
dn^ and alcohol and ways of coping with stress. They need help 
with the fateful decisions that they are in the process of making. 
Whether we're willing to face it or not, they're making decisions 
that will affect their whole lives and affect their families. From the 
viewpoint of my own career in medicine, I believe that the medical 
profession has a responsibility to do more than we have done in co- 
operating with the schools to make it a serious enterprise to reach 
adolMcents. And I think we need a lot more innovation and re- 
seardi to determine how best to do that, but we have to try to do 
it. That s my judgment. 
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Chairman Miller. On that point, I just wondered how you 
thought this plays into the issue that was just brought up here ear- 
lier on the iMge school, small school. Is there any— I'm sure there's 
no research on this. But are there any notions about whether these 
clinics would take on more importance or less importance in a 
large school, I mean for the kid who is trying to figure this all out, 
to have a place? The ones I've looked at seem to have a high level 
of student involvement so there's also some comfort in making the 
decision to go to the health cUnic. Is there any notion what role 
that would play in tl^ laige schools, or whether that would be 
helpful or not? 

Mr. Kknny. It's just a notion. 

Chairman Miller. That's all I'm asking for. I wouldn't dare 
ask 

Mr. Kenny. If \ou have a clinic in a large school, I think that if 
the school is 5,000 students, I think the chance Id, one of the things 
we find is that alienated youth, adolescents that are alienated, 
don't use systems. If they're alienated from the school, why would 
they use the school clime? We can't beg off by saying that we've 
this clinic here. We've got to get the school to be more humane, 
and then they can use the services in the school, they could use 
other services besides medical. But just to have it there without 
having a supportive context that someone can say to them why 
don't you go over to the clinic and get some help in whatever it 
happens to be, my feeling is that the alienated youth wouldn't go 
because that would be again seen as part of the establishment. 

Mr. Wolf. Let me just ask one more question, to follow up. 

What troubles me deeply about school-based clinics is that when 
a parent sends his or her child to a school— are all of you fathers? 
How many of you are fathers? You all understand this— and your 
message to your children is that it's wrong to have sex before mar- 
riage, and then th^ enter the school-based clinic, and this is what 
I want ta adc you. x erfaaps we're talking about school-based clinics. 
You seem to be saying that in a school-based clinic the issue of con- 
traceptives is really not important. You're talking about the over- 
all health of the high school student. Does it not trouble you that 
the child may be confused when they enter this school-based clinic 
when mom and dad and the priest and the rabbi and minister are 
saying no to sex before marriage— because there's a terrible epi- 
demic of AIDS potentially hitting this Nation, because there's 
other terrible epidemics, because of moral reasons, it ought not to 
be something that you should do. But then they walk into the 
school-based clinic and they see the nurse who is an employee of 
the local governmental agency dispensing birth control pills or con- 
traceptives. Does that not trouble you, with regard to how the 
young child interprets that? 

Mr. Kenny. It troubles me in the sense that there is no discus- 
sion aiaund what all of this involves. It's a part of the educational 
process that these methods are available and that there are differ- 
ent options. But again, to give them those decisions without a con- 
text—I mean, it's a very important decision they're about to make. 
It goes against maybe a lot of the things that they've heard in 
church and in their families and community groups. But not to 
allow, to allow in any way, to promote discussion to happen so that 
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those decisions can be made in some kind of context. That does 
bother me very much that we're saying there's a cabinet over there 
and you can go and get what you need and you don't need to talk 
about it with anvone or amongst your peers or your teachers or 
counselors. That bothers me. 

Mr. Wolf. Let me just follow up with Dr. Hamburg, were you 
saying, and I don't want to put words in your mouth, that a school 
based clinic would be viable if it did not have contraceptives or 
birth control devices? 

Dr. Hamburg. Oh, yes, I would say it would be viable without. 
There are so many different elements that are required that to say 
that absolutely every element has to be present in every situation 
seems to me unrealistic. On the other hand, I would much prefer 
that human sexuality be a part, indeed a signUicant part of it 
along with everything else. I would prefer for it to be really com- 
prehensive. 

Now, the issue you raise, I was focusing particularly on early 
adolescence, the 10 to 15 age period which I think is so exceedingly 
fraught with danger. 

In my experience, the vast majority of health professionals would 
prefer to see children of that age not sexually active. There hap- 
pens to be a coincidence of a number of medical and public h^th 
and social and p^chological and ethical considerations that come 
into play to make a strong preference in my view for non-sexual 
activity in early adolescence. 

Nevertheless, health professionals and indeed the society at laige 
have to deal with the fact, the enduring fact, that lots of ^-oung 
people will be sexually active. It becomes more important > the 
senior high level in the sense of being more prevalent at the senior 
high level. Not more important. That was wrong. More prevalent 
at the senior high level. It's absolutely crudal to make some kind 
of sensible intervention earlier. And I think we have as a society to 
corsider that very carefiilly, look at what the evidence is, what are 
thd different ethical preferences. 

I share your concern about it. But I don't think the answer to it 
is to hold back on health activities in connection with education. 
It s a very basic part of human development and I think we have to 
be as constructive and thoughtful about that as we would be about 
anything else. 

Mr. Wolf, Okay. I'll just end on this comment. I have 15 federal 
retired employees in my office at 11:30 that I have to go see. 

Chairman MnxsR. That's health care. Yours. 

Mr. Wolf. What troubles me is that if I, as a parent, am counsel- 
ing my kids one way, to abstain, and then I send them into this 
school and the nurse who is dressed in the uniform of the county or 
the city is dispensing birth control piUs or contraceptives, that's 
like saving to a child no, you ought not do this, you ought to eb- 
stam, because there's a ravaging disease called AIDS or there's 
moral reasons, and then they see a governmental authority figure 
who is saying no, you ought not do it, but if you do do it, here's 
what you ought to use. That's tough enough when you're 31 or 41, 
when you're 12, 13, 14, 15— I'm a father of five children. That's 
pretty tough. And that's what troubles me very deeply. 
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My best comment is that it appears, and this may be an over- 
statement on my part, the propolsal for school-based clinics, that I 
have seen, tends to be dmost racist. They tend to be put more in 
black nei^iborhoods than any other place. 

Do you think that that's accurate? Does anyone find that been 
true to date? 

Dr. MnxxR. There are many exceptions to that. I don't know the 
extent that it's true. But there are exceptions. 
Mr. Wolf. You were shaking your head. 
Dr. Gabbarino. The medical area is not my expertise. 
Mr. Wolf. Go ahead. 

Dr. Miller. Well, your formulation troubles me a little. Fm a 
parent, too. And I have had no reluctance in identifying the kinds 
of behavior that I thought would be in the best interests of my chil- 
dren. But I had never thought that when they left the hearing dis- 
tance of my voice, that they suddenly were cut off from my influ- 
ence even though the pressures from peers and entertainment and 
all kinds of media were enormous. What was important is not that 
I made a decision about what kind of behavior children should 
engage in, but that they had information and conviction to make a 
decision idi>out that. 

And I think that when you portray personnel in a school-based 
clinic as pushing a certain kind of libertine sexuality 

Mr. WoLT. I didn't say that. 

Dr. Miller [continuing]. That's not true. 

Mr. WoLP. I didn't say that. I did not take issue with you. I 
didn't say that. I didn't say they were pushing. I said that it's 
available. 

Dr. BifnxBR. But also what is available is a lot of counseling to 
help young people reinforce whatever decision they happen to 
make, including decisions for abstinence. And in the clinic that I 
described, all of the folders vere stamped, if the children desired it, 
tk't the contents and discussions were to be kept confidential from 
parents. But after one year, iCO percent of those stamps were re- 
moved at the children's request. Under the urging of counselors, 
children were in close communication with parents about what was 
happening. 

Mr. Wolf. Then you're saying you think that parents should be 
notified? 

Dr. MnxBR. I don't think it's necessary to notify parents. I think 
the students 

Mr. WoLP. If the counselor is counseling with a 12-year-old child 
the parent ought not to know or ought to know? 

Dr. MiUJCR. I think that that's up to the counselor and the child 
and not necessarily that they ought to be compelled to advise the 
parent. 

Mr. WoLT. Well, I totally, completely, unalterably disagree with 
you. 12 years old is far from being an individual able to decide such 
a morally weighty matter— that decision-making should be trans- 
ferred from the parent over to a governmental authority. 

Anvway, George, let me just thank you very much. I thank the 
panel and I look forward to reading all of your testimony. 

Chairman Miller. Thank you. Congressman Sawyer? 
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Mr. Sawyeb. Thank you, Mr. Chairman. Let me step backward a 
Uttle bit and touch on something that I think goes right at what 
Dr. Rowan was talking about, Mr. Hastert and in fact, Bfr. Wolf. 

If we just look at a couple of arenas where we have had a signifi- 
cant mipect, if we just look at iiyury prevention and immunization, 
it seems to me that we run into the same kinds of things. We have 
l^pedto a presumption here that I'm not sure that we can sustain 
throu^out this country. That is that the school becomes the most 
eflective portal through which all of this huge population must 
pam at one time or another and that that becomes the place where 
these tiiinm can be done best. And perhaps that's true. 

But it's been my experience that when it comes down not even to 
(^ueutions as volatile as the one we were just discussing, the ques* 
tions of funding, that questions as basic as immunization are enor- 
mouslv difficult questions to deal with. 

And tb^ conunent that we heard, I guess it was Mr. Hastert, ear- 
lier, the question about whether or not this was really the kind of 
thing that schools ought to be doing and whether or not it was an 
appropriate arena for a learning endeavor, really goes back to 
whether or not we have the opportunity to do this. 

My judgment is that the business of immunization becomes a 
laming process not only for the child coming into the school, but 
the parental community who, even by ag<% 12 or 15 of their child in 
many cases have not become comfortable with the school as an ap- 
prwnate setting for many of these kinds of undertakings. 

and this goes back to my question— how do we educate the 
child, not even how do we educate the teacher, but how do we ac- 
commodate an entire population of parents and citizen decisicm- 
makers to the enormous logistical problems that we face in over- 
coming the most fundamental kinds of questions, like immuniza- 
tion, mjurj prevention, smoking, all those kinds of things that are 
most du^ly treatable, yet to which we find enormous resistance, 
sometimes just because of the setting we're in? 

It comes down to the question of the education of the parents, 
the acchmation of the parent to the use of the school and other 
common portals for the administration of various kinds of pro- 
grams. 

Mr ftucB. I would just make a comment. And that is that earlier 
.our discussion there was a lot of focus on development of indi- 
vidual skills of children or decision making as an important avenue 
for preventive efforts. I think we ought to shift our focus at least 
occasionally away from the individual child and toward various 
social institutions, not just the school. One can say that a health 
care delivery ^stem is a skilled system to the degree that it's able 
to reduce the likelihood of infant mortality. A community is a 
skilled community to the degree that it's able to involve children 
and youn« people in constructive social activities. That sort of per- 
spective frequently sets lost in our very individualistic way of 
thinking about development. That sort of perspective is part of 
J?®*^ talking about when you talk about this issue. 
Mr. Garbarino. Let me add to that the emphasis on skills that 
Chairman Miller started with. Skills don't come into being in a 
vacuum. They typically come into being in the context of relation- 
ships. 
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In fact, there's a growing body of research on the role of mentor- 
ing relationships in the lives of kids as being very important in 
how they turn out in all of these dimensions. 

Then we have to ask, as Dr. Price is saying, where those relation- 
ships take place? They, too, develop in a specific social context. The 
school, and more broadly, institutions that serve children, provide 
the natural context I think for this to take place. That's one of the 
bright stories of Head Start's success. You nave a whole cohort, a 
whole generation of parents who have found a focal point for devel- 
oping their children s lives and their own lives as adults. If you 
visit Head Start centers, you see 

Mr. Sawyer. A small fraction of a generation. 

Mr. Garbarino. Yes. A whole group of parents for whom the pro- 
gram was tan;eted. But I think you can go beyond that to other 
parents who through their child's life in the school found a place in 
which they developed their capacities as volunteers, as helpers, as 
public speakers. 

If you look at some of the development of people in PTAs and 
community schools, generally you find that it provides a context in 
which adults can develop tiiemselves and their skills and their re- 
lationships, as well as their children. 

Particularly when schools are small enough to permit there to be 
focus on relationships, the school is a natural setting for doing this, 
particularly in most communities where it is the only institution 
that virtually all children at least start out in contact with. 

Mr. Sawyer. Perhaps you missed my point. My difficulty is not 
with the validity of that argument. It is with the de^^ of resist- 
ance even to points as fundamental as immunization. And the 
question becomes one of developing a level of comfort in the popu- 
lation at large with some of the easiest things we're talking about, 
not to mention some of the more difficult things. 

Mr. Garbarino. I guess from my point of view, the problem 
there is in part the visible national leadership that reinforces that 
skepticism rather than building the sense that there is a proper 
role for public institutions in supporting families. And as long as 
the rhetoric is one of defining the issue as intrusion into family pri- 
vacy, rather than the community's natural affinity with parents in 
raising children, then it exacerbates that problem of skepticism 
rather than building the sense of confidence in public institutions. 

Dr. Bdtvin. I think my own experience in the area of drug abuse 

Srevention is that parents are keenly aware of the problem and 
esperately want a soluMon, want to work towards a solution, and 
the schools are a natural and a nugor socializing institution in our 
society. There are other socializing institutions that are important, 
but the school is clearly an appropriate place, I believe, for teach- 
ing these kinds of skills as well as the kinds of cognitive skills that 
th^ normally do teach. 

Parents, I think, recognize that. In the area at least that I'm the 
most familiar with, drug abuse prevention, as I said, most parents 
are not only willing but they desperately want the schools to help 
them do something about the problem of drug abuse and dn^ 
abuse prevention in their communities. 

And so, in general, there has been support on the part of pat- 
ents, and we're working with hundreds of schools. We ve seen tre- 
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mendous support on the part of parents^ on the part of people in 
the schools. However, it's incumbent upon those of us who work 
with these institutions to involve the parents^ to involve the family, 
to let them know what we're doing. The only time we ever experi- 
ence any difficulty is when parents are not sufficiently brought 
mtp the process and where they don't really understand what 
we re doing, and they may have a misperception. When we have a 
chance to explain what we're doirs, virtually all parents, with few 
exceptions, are tremendously supportive of these kinds of efforts. 
Chairman Miller. Congressman Durbiii? 

Mr. DuRBiN. Thank you verv much. And I apologize to the panel. 
We are called back and forth to different conunittee hearings. I 
was able to hear some of the earlier testimony and I have read 
most of the testimonv. 

I Jive in Central minois, downstate Illinois. We are proud of our 
medical facilities. They are extraordinary for a city of our size. We 
have a medical school and a substantial number of doctors, far in 
excess of most communities our size. 

And yet recent reports indicate that our infant mortality prob- 
lems are substantial. In the State of Illinois we unfortunately have 
the highest infant mortality rate of any Northern state. And a lot 
of it has to do with problems in the City of Chicago, but it goes far 
beyond that. 

For instance, in our neighboring State of Missouri, they are be- 
gmning to identify serious problems in rural areas with prenatal 
^re where in fact mothers on Medicaid or uninsured mothers can 
find literally no doctors to see them during their pregnancy. 

The most graphic case I have read about involved a mother in 
rural Missouri who was having her second child and knew that she 
would need a cesarean section. She was uninsured, had no Medic- 
aid protection, was unable to see any doctor during her pregnancy 
until she went into labor, for the cesarean section. She had to drive 
40 miles to the hospital for that to occur. 

It seems to me, as we are discussing this whole question of in- 
fants and their health care, the area of prenatal care is one that 
deserves a great deal of attention on our part. And it strikes me 
that the present system as we have it devised has so many gaps 
and opemngs in it, and as we start to try to plug those gaps, whetn- 
er it s with school-based clinics or Community of Cumg, or some 
sort of {x^natal clinic, we are just plugging small holes while we 
have bc^n overwhelmed with the problem as it's viewed on a na- 
tional scale. 

Last Friday I visited a hkfh risk neonatal care unit in my home 
town of Springfield at St. John's Hospital. One of the best in the 
state. It draws patients from 200 mUes in any direction. 

Sixty percent of the children admitted to the high-risk neonatal 
care umt of St. John's Hospital in Springfield, Ulinois are from 
either Medicaid parents or uninsured parents, which tells the 
story, as I see it, as to what we are going to reap from this harvest 
of neglect on prenatal care. 

Let me get down to my question. 
^ As a society, we are very concerned about parental responsibil- 
ity. I m a parent. Everyone on the panel is. We will take a child 
away from anyone on that panel if we find that you are guilty of 
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abuse or neglect. We set standards when it comes to school attend- 
ance. We link school immunizations to a standard as to whether or 
not a student can be part of school curriculum. We have standards 
vAien it comes to contributing to delinquency. We are virtually in- 
vasive when it comes to that level of parental responsibility. 

And vet at a prenatal level, we take a totally different attitude. 
Until the child is bom, society is not activated. A real dilemma 
here, I know. Issues of privacy, issues of community responsibility. 
Has anyone on the panel thought about how we might, either on a 
voluntary or some other method, establish standards for prenatal 
care for parents to give these kids uie chance that they might not 
otherwise have? 

Dr. Miller. Well, I don't see how parents can set their own 
standards for prenatal care. I think we can help them to comply 
with standards. But I think those standards neeid to be developed 
more broadly through our social structures and professional 
groups. 

I think the evidence is pretty good that if all barriers to a'^'^ess to 
provider systems are removed, that people will make use of tnem. I 
think that the problem pertains in communities where there is no 
provider who will see poor people, that will accept Medicaid pay- 
ments or where there are such enormous cultural gaps between the 
population and the provider system. 

Mr. DuRBiN. Let me give you an example. Maybe it makes it 
more ^.angible. I agree with you. Access is a major problem. 

In my community of 22 obstetricians, 15 will not take a Medicaid 
patient. So you have seven to draw from, if you're on Medicaid. 
And I don't know where you turn if you have no insurance, public 
or private. 

But let's assume for a second that an obstetrician has set an ap- 
pointment with a Medicaid mother. She has come for her first ap- 
pointment and she is a high risk mother. And then she fails to 
show up for the second appointment. 
' At that point, do we have a societal responsibility? 

Dr. Miller. Yes. I would want to send a public health nurse out 
to that home and find out why and help her solve the problem so 
that she keeps the next appointment. And whether it's a problem 
that Ate didn't have transportation or didn't have someone to care 
for the young children or whatever it might have been, there's a 
solution for it. 

Mr. DuRBiN. I think your testimony indicated that other coun- 
tries are doing just that. 
Dr. Miller. Yes. 

Mr. Durbin. That certainly is not the case as I understand it in 
most states of the Union, if any. 
Dr. MmxR. No. 

Chairman Miller. Dr. Hamburg? 

Dr. Hamburg. I'd like to comment on that in the same vein. 

It is, you put your finger on it, an actually crucial issue. I mean 
if there is damage at that point, it's very likely to have serious life- 
long consequences. So as Eh-. Miller saia earlier, the infant mortali- 
tv rate is a proxy for a lot of other things about how we treat our 
children and how we foster healthy development. 
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Now, you know, sitting right here in the District of Columbia, 
the infant mortality rate is more than triple that of Japan or the 
Scandinavian countries and much higher than the other coimtries 
that he was talkim; about. 

Now, to be candid about it, much of that is concentrated in the 
outrageous difference between the black and white levels in the 
District of Columbia and all over the country. 

But there is a success story, for one disadvantaged minority. This 
differential is no longer true for the Indian popiOation, the Native 
Americans. With a focused, sustained, well thought out eflfort, the 
Indian Health Service has brought infant mortality and maternal 
mortality rates to the white level. The Indian community still has 
tremendous disadvantages in other respects. But a sustained effort 
has brought these two very important mdicators down to the white 
level, world-class infantr ana maternal-mortality achievements. 
How. is that? Well, essentially, through education, through access, 
through the application of a basic core of scientific knowledge 
about what it takes to do it. It was an organized, focused effort and 
vou can, say yes, it's easier on reservations and so on, and agreed, 
but at least here is a miyor example in this country where we have 
tackled a drastically disadvantaged population and changed these 
utcomes in a way that I think has to give us encouragement that 
some adaptability of those basic approaches would be useful in 
other contexts as well. 

Mr. DuRBm. Thank you. I guess mv general observation is that 
I ve come to the conclusion that child abuse and neglect can start 
almost at the moment of conception and that from a legal view- 
point, societal viewpoint, we tend to wait until birth to st^rt enforc- 
uig any standards. And it strikes me as I get into it more and more 
that we are faced with a real challenge and quandary here as to 
how far we can go and what we can achieve. 

Thank you very much. 

Chairman Miller. Mr. Coats? 

Mr. Coats. Thank you, Mr. Chairman. Dr. Miller, I was intrigued 
by your answer to Congressman Wolfs question on parental notifi- 
cation. And I just wonder if there are any circumstances in which 
you feel parental notification ought to be part of 

Dr. MnxER. Well, I really wasn't given an opportunity to qualify 
that to the extent that it needs to be. 

I don't know what the age is for lower cutoff. But I think that all 
coimselors that Fve talked to would take the position that they 
would help counsel that child into advising parents and involving 
parents in those discussions and that that works far better than 
compulsory notification. The experience with areas that have tried 
compulsory notifications has been that parents haven't been any 
better advised before those rules were written than they were 
after. 

Mr. Coats. You would acknowledge that a more comprehensive 
treatment for whatever problems young people are experiencing 
are probably best handled through involvement of flie entire 
family mat? 

Dr. MnxBR. Indeed. And as a matter of fact, we don't have very 
good data about the effectiveness of educational efforts, sex educa- 
tion, family life education and so forth. But some of the best evi- 
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dence we have is that those efforts are most successful if parents 
are involved in them, too, in the sense that the parents are being 
educated at the same time as their children, maybe not necessarily 
in the same room and under the same roof at the scune time, but in 
the same program, and that thav jenerat€» discussion between par- 
ents and children that is far more effective than efforts to compel 
it. 

Mr. Coats. May I just make a comment, and then I'll be happy 
to call on you. 

We've received a lot of testimony before this Committee indicat- 
ing that problems are not one dimensional, they're multi-dimen- 
sional. A more holistic treatment has to be provi dedif we're really 
going to achieve success, and whether we'r3 talking about drug 
abuse or alcohol abuse or spouse abuse or teenage pregnancy, that 
same thmg seems to hold true. 

Yes. 

Mr. Garbarino. I just wanted to make two comments. One, that 
certainly everybody would agree that parental involvement always 
appears as a positive influence, when it's voluntary, when it's ap- 
propriate. But we have to recognize at least two things in talking 
about this issue. 

One, that for a significant number of kids, their parents are the 
problem, whether because their parents have physically or sexually 
abused them or allowed others to do so, or created a cumate in the 
home that the child is driven out into the street or into inappropri- 
ate sexuality. Any absolute rule that requires that any professional 
involvement with a child is contingent upon parental awareness 
sets up a number of children in a situation in which they either 
will not get help or they will be further harmed as a result of get- 
ting help. 

And of course the other thing is that in a sense there is no bio- 
logical basis for talking about parental consent for children to get 
involved in sexuality. It'p not like joming the Army where you 
have to get consent. Children come with the equipment and paren- 
tal consent, in a sense, becomes irrelevant from the chUd's point of 
view unless they see the rationale for it. And whether they see it 
or not is going to be a function of what the parent has done before 
in the life of the child— the kind of relationship thev have devel- 
oped, whether it's confidence, trust— and the kind of help they can 
get from professioncds. So I think it's a false issue in a sense. 

Mr. Coats. Well, I don't think anyone is advocating parental con- 
sent to engage in sexual activity. I think that 't comes back the 
other way. And that is the dispensing of what many consider pre- 
scription drugs, drugs that may have a harmful effect, that a 
parent has the right to know that a child is receiving that dispen- 
sation. We require it for a nurse lo dispense aspirin or cold medi- 
cine. Every time one of mv cliildren soes into the health clinic at 
their high pchool, with a fever or sniffles or whatever, I receive a 
call from the clinician who says to come pick up my child. I've re- 
sponded by saying what's the problem? Well, they have a sl^ht 
temperature or they have a cough. Cou'd you give them an aspirin 
or whatever? We can't do that. We're not allowed to dispense any 
kind of a medicine. Some people feel that dispensing birth control 
deuces to women, birth control pills, involves some medical risks. 
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And perhaps if we have laws prchibiting the prescription of aspirin 
we ought to have laws prohibiting the prescription without paren- 
tal consent of birth control pills. 

Dr. Kenny, I was impresised greatly by Eunice Shriver's recent 
article which appeared in the Washington Post and I certainly 
have to agree with a lot of things that she says. 

Ym wondering if you could elaborate a little bit about that, about 
the Foundations stand and Mrs. Shriver's stand on school-based 
health clinics and what some of the problems are with tiiese clin- 
ics. Then on the other end of the scale, would you talk a little bit 
about your Communities of Caring and how they differ from 
school-based health clinics and what they supply that children 
can't get from health clinics? 

Mr. Kenny. I mentioned a little bit earlier I think that the 
notion of a school-based clinic without a more comprehensive pro- 
gram that helps kids talk about a lot of the other issues involved is 
not comprehensive enough and that people r^dly need to be in- 
volved and the parents need to be involved, the fieunily needs to be 
involved. The Community of Caring is getting everyone involved 
because we're talking about a value decision that's being made, 
and to have the input from the various different people in the com- 
munity I think is important. 

The Community of Caring is just recently working in schools and 
in junior high schools and a lot of— I can't provide a lot of hard 
data on the comparisons between the Community of Caring school 
and a health clinic school. That would be difRcult to do. 

Mr. Coats. One last question. Dr. Miller, don't you see the prob- 
lem that comes with a broad-based prohibition against parental no- 
tification? I understand that there are kids there for whom the sit- 
uation at home is such that maybe that's why thefre in trouble in 
the first place. I understand there are kids that don't have parents 
at home. But when you're advocating a comprehensive school-based 
health clinic dispensing contraceptives to anyone tiiat wants to 
show up however often they want to show up to receive the contra- 
ceptives, doesn't it also send a message to those kids that do have 
parencs at home that hey, you're 14 now, you make your own deci- 
sions; you don't need to involve the parents; you can pick up free 
contraceptives. Doesn't it send a message that an attitude of per- 
missiveness, that adole<v'ent sex is okay (everybody's doing it) 
as long as you take soiae precautions by stopping by the health 
clinic on the way out of school. Aren't you concerned i^ut that? 

Dr. MnxER. I know of absolutely no evidence that that dynamic 
pertains. 

Mr. Coats. Well, Mrs. Shriver thinks there's a lot of evidence 
that that pertains. I commend to you this OpEd article that she 
prepared through the Joseph Kennedy Foundation that appeared 
in the Washington Post. Mr. Chairman, I'd ask unanimous consent 
that that be entered in the record today. 

Chairman Miller. Without objection. 

[The article follows:] 
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Chairman Miller. If the gentleman would yield, I just think that 
rather than that dynamic, there's a much greater dynamic in the 
absence of a clinic or a Community of Caring or anything else. 
What really is the case in the overwhehning number high 
schools in this country, is that nothing is taking place, that chil- 
dren are getting pregnant in what we consider an epidemic 
number and engaging m premarital sex without any guidance, be- 
cause there are only a handful of clinics in the entire United 
States. 

And I think you know— I was just saying, we did this once 
before, maybe we should do it again for members of this Commit- 
tee, tbey ought to go and sit in these clinics. We'll be glad to take 
you back to St Paul or the Indian Reservation in New Mexico or 
whoever you'd ike and see what the approach is. I think you will 
find out that the dynamic is built on tne great princip of this 
country, and that is abstinence. The history, from Jonalnan Ed- 
wards forward, is abstinence. And the evidence is that it's not 
working out terribly well. But I thmk you'll find the clinics, and I 
think you'll find in white, suburban, upper middle class neighbor- 
hoods, there are kids there that think their parents will kill them 
if they discuM these issues or if their parents find out; and what 
we find out historically is counselors are able to bring them around 
to a point where they can open the door so there can be some com- 
munication between parent and child. And to make a harsh rule 
that nothing can be done unless there's consent or no consent, or 
written forms, iust belies evervthing we know about children and 
adolescents ana families and nistones. And we're going to spend 
more time tying people's hands and dealing with that question 
than with a child in crisis. 

And as I think we have all found out, we just don't know when 
that moment of sexual activities is going to creep up and touch us 
on the shoulder. I mean when it happens it's going to happen. The 
question is whether or not there are profframs available to give a 
body of decision-making tools to these children. 

And I just don't know where the clinic is that's throwing contra- 
^tives at kids. We don't need parental consent to walk into Dart 
Drug, if that's the issue. Let's not pretend that Umt has stood be- 
tween children and the decision to engage in premarital sex. 

I just think that we ou^ht to look at the hard evidence and the 
way that most of these clinics have been run. And the other thing 
we ought to look at from the social aspect is the overwhelming 
positive impact they have on the devastating numbers that we 
keep dving speeches about. So far, speeches haven't diminished 
any of the numbers. 

And I just would hope that we would have time for some mem- 
bers to go and look at tne research and go participate in the clinics. 
Its rather an astonishing experience in terms of the kind of care 
and the human approach to this problem that's delivered certainly 
in most of the clmics that I and other members of the committee 
have visited. 

Mr. Coats. Well, it might be instructive for a lot of the members 
of the Committee who haven't had the opportunity to do that, and 
we do have a lot of new members and old members who haven't 
taken advantage of that opportunity to do so. I just wish I had the 
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same confidence in the ability of the health clinic technicians to 
solve the teenage pregnancy problem that the Chairman does and I 
think there probably is dispute over the numbers as to how suc- 
cessful they are. 

We know that there's been a significant decrease in the amount 
of births in those school populations where health sex clinics exist 
but we're not sure whether that same statistic translates into the 
number of pregnancies. And we know that the number of abortions 
has risen considerably. There are a lot of legitimate questions that 
I think need to be asked about the efQcacy of school based health 
clinics, how successful they are, what schools they ought to be in 
and whether or not they do in a sense send a message that says 
adolescent sex is okay, let's just make sure that we do it safely. 
And I just am concerned, as a number of parents are concerned, 
that that's not the message we ought to be sending. 

No one disputes the need to better educate our young people 
about the dangers of teenage pregnancy and adolescent sex. The 
question is, what is the best vehicle to do that and whether the 
schools are the proper forum to conduct that particular t3rpe of ac- 
tivity, and I think that question is out and perhaps this ic a good 
reason why the committee ought to reopen the issue and take an- 
other look at it 

Chairman Miller. Congresswoman Johnson. 

Mrs. Johnson. I have a brief question and then a larger ques- 
tion. 

My more targeted question is to Dr. Price. I was interested, in 
skimming through the programs, to realize that you cite no pro- 
grams that deal with prevention of midlife divorce. And since your 
approach is to look at all of the crises faced by people of all ages, 
what we need to be able to better prevent in order to be able to 
mobilize our resources as a society, I'm interested and surprised at 
that omission and i)er8onally feel when I look at what's happen- 
ning to adolescents in our society that we cannot afford any more 
to ignore the crisis that's going on in midlife marriages in America. 

We had a hearing before this committee I guess three years ago 
on the impact of nuclear war on children and on adolescents. And 
in the panel of psychologists, the two primary fears that were cited 
that were a burden to teenagers were the fear of their own failure 
and the fear of their parents separation. 

And as the parent of children who have just now moved out of 
the college category, I have been absolutely inundated with stories 
sdbout we re friends because we're alike; well, what do you mean by 
that? Well, our parents aren't divorced. 

And I tnink unless we begin to look at why aren't we able to sup- 
port development of relationships in midlife, we aren't going to be 
able to talk about supporting relationships, development of rela- 
tionships among adolescents. 

Mr. Price. be happy to comment on that. First, I couldn't 
agree with you more that fear of separatioii for lots of our t^n- 
agers and younger children in particular is a mcyor concern, a 
nugor preoccupation, a migor source of distress to children. 

I couldn't agree with you more that we ought to be focusing on 
developing programs that engage in teaching people relationship 
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enhancement. It's not something you fmish learning when you're 
six or 12 or 18 or 35. 

The demands and the strains that exist in many marriages as 
the life course continues change. People sometimes adapt, some- 
times they don't. 

The one thing I should commend to you is that when we selected 
the model programs, we selected them because rigorous research 
evidence that they were effective was available. I would love to see 
some resources put behind the testing of the effectiveness of rela- 
tionship enhancement programs across the life span. It has not 
happened. The research isn't there. And until it is, we certainly 
can t call it a model program. 

Mrs. Johnson. Thank you. I thought that was probably the case 
and I'm glad to have it on the record that the research isn't there 
and that that is essentially a gap that we have overlooked and are 
continuing to overlook, and it has enormous importance with chil- 
dren as well as for parents. 

What I hear you saying at your simplest level— and I thank the 
panel, all members of the panel, for really very fine testimony, and 
through it I think we can get a clear idea of how we need to deal 
with prenatal, postnatal care issues and also those issues involving 
gettiiu; a family off to a good start in terms of parenting and so on. 

And from the information that you have given us and the infor- 
mation that we have, I think we can probaibly understand how to 
do that. Whether we have the will to do that or (he money to do 
that or whatever it takes to do that I'm not certain, but I think 
that's a manageable prd>lem. 

I think this other issue, how do we deal with drugs, with sex, 
with teen pregnancy, with tobacco, with alcohol, is more difficult 
and what 1 hear you saying is that if we could focus on responsible 
decision making and helpmg children to understand their self in- 
terests and the interests of others and how you go about identi^- 
ing those interests and making responsible decisions for yourself, 
then almost as a subset of that process we could deal with these 
other issiies, and that what we ought to be focusing on is perhaps 
not the argiiment about informing parents, as important a problem 
as that is, oecause it deeds with in a sense, a very specific situation, 
a smaller number of children, but the larger issue of the lack of 
responsible decision making in the experience of our children and 
in the curriculum of our schools, in the school experience of our 
children, which somebody pointed out, and the curriculum. 

Is that what this all boils down to? I'm interested because if 
we're going to take a more holistic approach, and a more preven- 
tive approach, we have to try to find a way to put it into a context 
that society can accept and deal with and hope that after doing 
that we can move on to have its effect on sexual decisions. I mean 
it's easier to have it, to talk publicly about its effect an smoking. 
But would it be of a piece. Is that what we should be focusing on? 

Anyone who wants to respond. 

Mr. BoTViN. Yes. Amidst the kinds of skills that kids need to 
learn, certainly people would point to the need to learn how to ef- 
fectively and responsibly make decisions. I wouldn't encapsulate 
the discussion tooav in quite the way that you formulated it as re- 
lating to responsible decision making. The kinds of things that we 
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have been talking about that relate to prevention and particularly 
that relate to skill enhancement really cut across the board cover- 
ing a broad range of skills. Decision making is one of them but 
there are also otiier important personal and social skills, how to 
cope with change, how to cope with stress and anxiety, skills that 
relate to interpersonal relationships. All of these things are part 
and parcel of what kids need to learn during the adolescent period. 
Unfortunately, unless some kind of systematic education is provid- 
ed for them, they tend to blunder through this period not learning 
these skillf . And kids who don't learn these skills end up being at 
risk for a whole host of psychological and to some extent also phys- 
ical problems. 

So I think it's somewhat broader than your formulation. 
Mrs. Johnson. But skill-oriented? 

Mr. BoTViN. Skill-oriented, right. Competence enhancement, skill 
oriented. 

Mr. Garbarino. Td want to make the point that one reason that 
this is so important now and the reason it has changed is that our 
expectations of the level of competence for people to get through 
day to day life has increased dramatically and I think tiiat's across 
the board, I mentioned acaderiically before, but even in other 
areas as well. 

For all our talk about premarital activity, let's remember that if 
you look for example at the children bom in the late 1940's, early 
1950's, if I recall correctly, one of the estimates was that 40 percent 
of all those children bom in that period were conceived premarital- 

ly- 

So what has changed is not so much premarital sexual activity 
but its relationship to subsequent marriage. That's an important 
thing to keep in mind. It's not somehow that kids discovered sexu- 
ality but that the context has changed. 

By the same token, keep in mind that teenagers always play out 
a set of melodramas about risk taking, about being bad, about step- 
ping out. What has changed is the level of danger associated with 
doing that. And I think that we're demanding a much higher level 
of sophistication of teenagers to make it through than we ever did 
before, whether it's academicallv, socially and so on. And those 
skills, it's not that we ever had those skills particularly, and we've 
lost them. We never needed them as much as we do now. 

So part of the problem is how do we retool some of theae institu- 
tions so that they can build the relationships, whether they're men- 
toring relationsnipe or dc^nsion making, that kids can now cope 
with what they have to cope wiUi? 

I would daresay that most of us in the room who are over 30, if 
they had to face a lot of the issues that contemporary teenagers do, 
for example, the threat of AIDS because you engage in sex, or the 
threat of perpetual economic failure if you couldn^ graduate from 
high school, I'm not sure that we woula have made those decisions 
anv better than today's kids do. 

m fact, if anything, we might have made them worse because we 
were less sophisticated about decision making. 

So I think that the problem is a broad one and it's not simply 
recapturing so^ne lost state that we had but recognizing that it's a 
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whole new ball game, and kids have to be able to do more, whether 
it's sexually, educationally, politically, all the rest of it. 

Mrs. Johnson. And are there things in our current system that 
we're doing, I mean there are some things that I see that are in- 
volving an enormous expenditure of resources. And if we're going 
to turn the system around, we certainW are fioin^ to have to redi- 
rect our resources as well. I have specifically in mmd a tremendous 
amount of state resources that have been out in place to deal with 
mandated reporting of child abuse, or possible child abuse. 

Recognizing how desirable all that is, theoretically more than 50 
percent of those reports are not valid. How are we going to change 
that ByBtem so that we can free some of those resources to do some 
of these other things which will in the long run prevent the abuse 
that's being reported? 

And are there groups working on those issues? 

Mr. Garbarino. Let me respond to your child abuse Question, be- 
cause that is something that I'm supposed to know something 
about. 

When you say 50 percent of the reports are not validated, that 
shouldn't be interpreted as meaning 50 percent of the reports are 
not valid. It simply means that given current investigation tech- 
niques, standards of evidence, resources and so on, that investiga- 
tors are unable to develop a coherent case that they could use to 
move the next step fiorward. 

And I would daresay that the actual number of false reports for 
child abuse is much, much snudler than that. And that figure I 
know has been promoted, but I think it's a misrepresentation. 

Nonetheless, I would agree that one way to reduce that problem 
would be systematically to move resources into prevention of child 
abuse. 

I know in Arizona, for example, at one point they tagged onto a 
prison allocation bill a requirement that for every dollar spent for 
prisons there had to be ten cents spent for child abuse prevention. 

Even gross formulas like that would have an impact here, by di- 
verting resources into prevention. The same thing is true with the 
prenatal care. 

If we were to set a cap on the cost for neonatal intensive care 
and require a matrhiiu[ figure for prenatal care, which is not pri- 
marily physician care but is heavily nurse-oriented care, we could 
cut down the figure. But as long as we allow the treatment figures 
to drive the system, the resources are never allocated to preven- 
tion. I think it has to be a kind of hard-hearted formula to push 
resources to prevention that pays off but never has the political 
clout. 

Mrs. Johnson. A comment. I'm not sure we can continue to 
write laws that propose that we can do things that we don't have 
the resources, that we can't do, and neglect the things that we 
know we can do that can make a difference. 

I would agree with you that the child abuse statistics don't indi- 
cate that there wasn't a problem there. But if in those that vou're 
investigating you look at what's been done in those situations, I 
just wonder if we can continue to direct our resources so heavily 
toward investigation rather than treatment and prevention. Be- 
cause that's what I see happening, in the public sector. And I'm 
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concerned about that and think that we're going to have to deal 
with that if we're going to turn it around. 
Thank you very much. 

Chairman Miller. What takes politicians aback is the age at 
which we're dealing with some of these problems. We heard the 
discussion with Congressman Wolf on whether or not you needed 
parental consent for a l2*year-old. We're talking about a lot of ac- 
tivities that we used to believe were reserved for adults that now 
obviously are starting with children at a very young age. And it 
appears that there h^ really been a shortening and a rather sub- 
stantial compression of what we viewed as childEoodt whether from 
forces of marketing, media, environment, t don't add them all up to 
what they mean — but ten year old boys and ten year old girls, if 
you read the New York Times Magaadne, are given adult fashions, 
as are seven and eight year old girls. I think it translates a little 
more rapidly to the girls. Therefore, they're called upon as th^ 
look at the models in the magazine to stand certain ways, to act 
certain ways, to look certain ways, and it seems to me that you see 
a dramatic compression. So that it's foreign to those of us who are 
older and didn t experience that perhaps. But it also seems that 
that's the reality. And the question that some (rf* you seem to be 
posing is how do we get a hold of the reality? I don't like the 
notion, I don't want to accept the notion that I L^ve goi to talk to, 
that I had to— in the past tense— talk to my children at a very 
young am about their sexuality, about premarital sex, about their 
responsibilities as young men and all of that. But it seemed to me 
this thing was rushing at me like a train, and I had to come to 
grips with it. It wasn't wholly voluntary, but it just became the re- 
ality of it. 

What you're suggesting is, again, that the institutions need to 
adapt to that reality to give children and themselves, people in the 
institutions, some of the tools to enter into quality decision making, 
positive dedsion making in terms of the choices^ 

But again, I'm asking for a notion or something. When you look 
at the problems in the age levels that we're dealing with, do you 
get this same sense that then, ^s a compression of that period of 
time that was sort of reserved when you did what you wanted to do 
and there was no harm? 

Mv kids always want me to tell them stories about my youth and 
I tell them that those were pranks then and today the/ re felonies, 
because everybody has lost their patience with kids doing those 
same things. You used to hop the train or whatever you were 
doing. Today they cart you away. You get lost in the system as we 
all know. Don't let that happen to you. 

Is there some accuracy in that or is that just one politician's 
notion of what's going on? These threshholds keep dropping and it 
almost embarrasses us to talk about them when we have to think 
of them in terms of public policy. 

Mr. Garbariko. WeU, there is a whole series of books. Most of 
them are not heavily research based, but they have at least a pass* 
ingconversation with research, about this question of dropping 

Chairman Miller. We do better at conversations than we do at 
heavy research around here. 
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Mr. Garbakino. But one evidence of that I think is, I think, a 
reported drop in, for example, the age at which parents feel chil- 
dren can care for themselves without adult supervision. That is sig- 
nificant, I think, because we do have research that says that one of 
the most potent influences on whether a child in early adolescence 
will become involved in any of these problems you're talking about 
is that they have a sense of adult supervision, whether they're in 
physical proximity or not. So I think we could relate those two 
things. 

If people now believe, as one survey reported, that eight year old 
children do not require adult supervision let's say after school, and 
they're quite competent, quite capable of caring for themselves 
every day after school for many hours, it's only a short step to say 
that a child much earlier in life will get the idea that they're not 
being supervised by adults, and that can translate into vulnerabil- 
ity to these influences. So I think you could start with that, raising 
the Nation's standard of care with respect to adult supervision. We 
know that every day afl;er school it won't be long before a miyority 
of all nine and ten year olds are going home without adult supervi- 
sion. It's only a short step, we recognize, if we start about teenage 
sexuality, where do most teenagers have sex? They have it at t!ieir 
home or their bojrfriend or girL^end's home in the late afternoon. 
Because it's the one place in America they know they will not be 
bothered hy adults. 

Well, that is, I think, where the issue lies, not in these questions 
of some of the other ones I talked about. 

So I would endorse vour view that there has been an erosion, 
downward erosion of what it means to be a child and the operating 
principle is adult supervision. 

Chairman Miller. Anyone else? 

Dr. Hamburg? 

Dr. Hamburg. I have a more general response, Mr. Chairman. 

It seems to me as I have hea^ the discussion and the questions 
and exchanges this morning that there is an underlying deep con- 
cern and perplexity about what's happening in American society, 
or perhaps more generally in modem society, and in this case, 
what's happening to our children and youth. We try wherever we 
can to connect it with relatively hard iuformation. But I believe 
that we need a great intensification of hard headed, best available, 
world class research in behavioral and social sciences to under- 
stand better these enormous changes that are taking place all 
around us. We stab here and there at it, make plausible guesses, 
and there's a great tendency to come to veiy firm or indeed heated 
conclusions that would simplify our task. If only it were so, that 
one or two or three kev factors explauied everything that's going 
on, then we could deal with those. But as Mr. Coats said, these 
problems are clearly multidimensional in some way or other, mul- 
tifaceted changes and an enormous transformation of life that has 
taken place in this century that seems to be accelerating now. We 
need to understand it better. Take one example. 

We heard some concern earlier about the role of the nursing pro- 
fession in sexual permissiveness. I am not a nurse, but I would say 
on behalf of nurses I doubt whether the role of nurses in this socie- 
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ty is or will be to enhance sexual permissiveness. But we've barely 
touched on the media. 

I happened to come across in the airport yesterday Mrs. Gore's 
new book about the media and sexuality, the media and violence. I 
would say that there is a genuine problem there that needs much 
deeper research. That's only one of many examples of transforma- 
tion fiactors. There wasn't any television when I was in early ado- 
lescence. Maybe the world is much better off, mayba worse off, 
maybe some of each. AU I'm saying is there are many^ many facets 
of these dramatic changes of our time that requi^, to the extent 
possible, careful and systematic and dispassionate study. And so 
when you put on some other hat and address the support for seri- 
ous research on these problems, I hope you will do what you can to 
foster it 

Chairman Miller. Thank you. Any other conunents? 

Thank you very much for your time and for the material you 
provided us. One thing. Dr. Kenny, if you have those evaluations, 
the actual evaluations, we'd appreciate it if you could make them 
available to the committee just so that we can incorporate them in 
this part of the report. 

Mr. Kknny. Ill be glad to do so. 

Chairman Mnxnt Thank you very much. 

[Whereupon, at 12:20 p.m. the conunittee recessed.] 

[Material submitted for inclusion in the record:] 
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["Community of Caring Evaluation," Repons are found in Com- 
mittee files.] 
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1.0 ExtirtlYt ^MirY 

In June 19B5 a study was begun to evaluate the effertlveness of the 
Coanunlty of Caring progras for pregnant adolescents and their families. 
St. Margaret's Hospital In Boston and the Adolescent Fanlly Life Program In 
Las Cnices, New Mexico were selected as the sites to be studied. Evaluating 
outcomes of the CofC required before (prenatal) and after (postpartum) 
comparisons of adolescents with a control group. 

After miking arrangements and pretesting Instruments, prenatal data 
collection for CofC participants and comparison subjects began In both 
Boston and Las Cruces during February ig86. By the beginning of April, 
19B7, when the analyses for this report were begun, prenatal data had been 
collected on 267 subjects. The young women being studied are: 13 to 19 
years old with the largest number being 16-17; In the mid trimester of 
pregnancy when they enter; B2% single; 41% white, 40% Hispanic, 18% Black. 
In general. Community of Caring participants and comparison adolescents are 
virtually Identical on all prenatal outcome measures, although the two 
groups differ on some background characteristics. 

In the overall design of the three-year evaluation, postpartum surveys 
are planned twice (approximately 6 weeks and 1 year postpartum) to assess 
short and long term changes. The first postpartum survey has been sent to 
126 of the young mothers who have delivered and 95 completed surveys have 
bee.i returned; the others are being followed up. Postpartum surveys will be 
sent to adolescents who are still pregnant as they deliver. The one-year 
followup survey Is Just now being prepared. 

The preliminary analyses conducted so far and presented In this repor. 
must ^e viewed cautiously because they are based on only the third of the 
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sample for whofi both prenatal and postpartum data have been obtained. The 
preliminary analyses suggest the following general changes and trends In the 
total sample of adolescents (without regard for level of participation In 
.the Cofflsunlty of Cari'<g). Comparing the prenatal and postpartum survey 
responses the fo^luwlng have generally: 

Increased : knowledge of reproduction, contraception, and child care; 

clarity of personal sexual values; belief In the Importance of birth 

control; self>reporttd use of tobacco and alcohol (use was lower during 

pregnancy) . 

Decreased : permissive attitude toward premarital Intercourse; attitude 
that pressure Is acceptable In sexual relations; frequency of sexual 
Intercourse without using contraception; feelings of self estceir and 
Internal locus of control; pei*cept1ons of family harmony anS prIdeT ' 
Staved the sayt: attitudes about the Importance of the family; percent 
enrolled In or completed school; future educational plans. 
In addition to this general profile of total sample changes from 
pregnancy tu postpartum, a variety of measures have been taken at single 
points In time, such as the maternal and Infant health indicators reported 
In Chapter 9. 

The more Important analyses being done, however, at least the more 
specific reasons underlying the study, are to determine If participation In 
the Comunlty of Caring program Improves the lives of young mothers and 
their chlld(ren). For examf^*, while knowledge of reproduction Increased 
among adolescents as a whole, did knowledge Increase more among Community of 
Caring participants than nonpartlclpants? Or, while perceptions of family 
harmony and pride showed a general decline In the total sample, was this 
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less so, or tvtn reversed, mong ConMinlty of Cirlng pirtlclpants relative 
to nonparticipants? If so, can these nore favorable outcones be attributed 
to participation In the CoMNinlty of Caring? 

Based on the 95 completed postpartim surveys, preliminary analyses 
suggest that Cowwnlty of Caring participation has little effect on the 
outcoee variables being studied, net of other Influences. That Is, after 
adjusting postpartua outcoM Masures for the effects of relevant control 
variables (such as age, marital status, and parents' education) and removing 
the effects of prenatal (pre-existing) levels of the outcome variables. 
Community of Caring participation Is usually not related to the outcome 
variables studied here. Ho*«ver, the analyses are preliminary, being based 
on only about one third of the total sample who have both delivered and 
completed the first postpartum survey. 

Future analyses will be more conclusive, being based on the total 
sample which Is nearly three times as large as the portion who have 
completed postpartum surveys so far. In addition, the one-year followup 
survey will be completed during the coming year, allowing us to analyze 
longer term outcomes that only become apparent over time, such as repeat 
pregnancy, educational attainment, and productive employment. 
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this p«p«r ■ rliM achl«¥«Miit« of progrtM participating 
in "A CoMttiCy Qf unrlat" Initintiva* Thin initintlTn van 
concaivad aad 4avalafad by tha Jcaaph P. Kaattady» Jr. rovndation 
U raapaaaa to an avar noraoolai oatioaal crlaia in tha incidanca 
of adol a ac an t prognaacy* Tha CoMmity of Caring ia a 
valuan haaad adacational prograa daaigiiad to aaniat adolaacanta 
vith otarcoaiag tha challanga of on aarly pragnancy, and bacoaing 
iodapandaatt prodactiva coatribatora to aociaty. 

Tha goala of "A C oa i city of Carieg" inclnda: 



— guidanca and aaaiataoca to adolaacanta In daaling vith 
adolaacabt criaaa auch aa aarly pragnancf » p«.r%nting, 
innppropriata aazual bahavior, achool dropoat; 

— promoting raapooaibla daciaion aaklng, vith apacUl 
asphaaia oa aaxaal daciaion aalring; 

— proaotiag aaaningit non-aaxual friandahipa aaong adolaacanta; 

— promoting coflBunication aaong adolaacanta* their paranta, 
adocatora and othar adolt figoraa; 

—-taaching and promoting rnivaraal valuaa of carlngf 
raapact» raaponaibility, honaaty and faaily 

— proaoting good haalth and phyaical fitnaaa, partir:ularly 
aaong adolaacanta axpariancing an aarly pragnancy 

— and prapariag adolaacanta for thair f utura rolaa aa 
r9aponaibla» caring adulta. 



Sinca 1984, tha Kannady Foundation haa aponaorad an 
indapandant, longitudinal atudy of IS prograaa acroaa the 
country. ThaM prograaa include haalth and htaaui aarvice 
aganciea, five of vhich receive auppleaental funding froa the 
Kennady Foundation to train profaaaionala In their coMinitiea in 
the Conaunity of Caring. 
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NETHODOUXTT 



B«giiiiilo$ la April 1965, thm KMnedy Foondatloa Mfagcd «a 
lad«p«fdMt CMtractor tp dMlgo and laplMtnt • reporting systta 
for all t— partlclpatiJig la tim Pooadatloa** Co—unity of 
Car^ laidativa. Tha •yctaa mm doslgnod tad aaccMafvlly 
pra-caata4 tfariag thm first thraa aoatha of 1965 with all 
graataaa. Slaca that parlod* aach graataa haa aatalttad ragnlar 
raporta aach qaartar oa aavaral toplca. Thaaa toplca locloda 
daaographlc data oa adolaacaata aanrad lo thalr prograaa* 
praaatal aanricaa, haalth oatcoaaa at birth* aad a varlaty of 
haalth aad aoclal-bahavlaral oatcoaaa darlag a ooa yaar parlod 
follovlag thalr prior pragaaacy. Thaaa raporta coatala 
aggragata* qaaatltativa data for aach prograa tad ara aot haaad 
oa cllaat-apaciflc racorda. 

Tha raportlag laatruaaat alao aolldta Inforaatloa oa 
Otttraach» profaaaloaal laaanrlca training, currlcolua davalopaent 
aad othar adaialatratlva laforaatloa at aach prograa. Graataaa 
raport thla laforaatloa throu^!i raaponaaa to a aarlaa of 
qualitatlvai opa a aadad qaaatlona. 

Tha Kannady Foundation haa uaad Indapandant conaultaata aad 
Ita own ataff to parlodlcally valldata data auhalttad by each 
prograa during alta vlalta. 

Tha longitudinal atudy of Cwunlty of Caring prograaa haa 
i'aad aavaral public and privata raaaarch databaaaa aa tha baala 
for coaparlaooa vith graataa atatlatlca. lYiaaa aoorcaa prlaarlly 
Includa tha National Cantor for Haaith Statlatlca parlodlc 
Natality Statlatlca, Natlooal Sunray of Faaily Growth, aad data 
collactad froa a prlvata atady of adolaacant pragnaacy prograaa 
In flva cltlMapooaorad by tha Hanpowar Paaonatratlon Kaaaarch 
Corporation (NMtC) in Nav Tork city. Tha atudy mm ant It lad 
"Frojact Diractloo" and Involvad evaluation of aarvlcaa provided 
by nav adolaacan^ pregnancy prograaa funded by NDKC and 
eatabllahad prcgi. ^ located In the aaae cltlea aa NDBC prograaa. 
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HEALTH OimX»iZS OF PRBGNAirr AND PARDTTING ADOLESCOTTS 



Thm loogitttdlMl study of Co—unity of Caring prograM 
fociiMn on tXw prlMry hMlth ovtcoMS Moog •dolMConCs Mrv«d 
by CoMifilcy of Caring grnaCMs. Thmw ouccoms Includa th« 
lacldmca of fetal alcohol syndroM, low blrtliwalght, tha infant 
daath rata, rapaat pragaancy within ona yaar aftar coi^lation of 
pragnancy and APGAl aeoraa at birth for offapring of taan 
aothara. 

Thraa of tha abova oatcowa raf lact diractly on tha quality 
and coaprahaaaivaiiaM of pranatal cara provldad to pragnaat 
adolaacanta. Thaaa oatcom ara tha incidaaca of fatal alcohol 
ayodrotta, low birtbwaight aad APCa aeoraa at birth. Baaad on 
Marly two yaara of data and aora than 2600 nawbom casaa, 
C n — unl ty of Caring graotaaa raportad an ovarall low birthwaighc 
rata of 5.94t for all prograaa. Coapa abla data for 1964 
collacta4 by tha Natiooal Cantar for Raalth Statiatica iodicatad 
tha national low birthwaight rate (infanta waighing u— than 5 
pouada 8 oaacas) waa 10.53X for offapring of aothara balow 17 
yaara jf ago. C o— uni ty of Caring laaourca Training Cantara (a 
aubgroap of all corrant grantaaa) raportad a low birthwaight rate 
aliKUr to tha ra— Indar of tha prograa at 6.25X. Table 1 
r.ovldaa thia coaparatiTa data. Tha coapariaona reflect 
fevorably on Co— inity of Caring prograa efforts to proviie 
atnaged clinical care, health education under e valuea*based 
spproach aad nutritional servicea to each adolescent during 
pregnancy. 

Tha Cr— uni ty of Caring progr— areluation haa alao analyzed 
differancea in AP6AK aeoraa for offapring of edoleacent aothera 
in the Coaauaity of Caring prograa and for ell aothera leaa than 
17 yaara old nationally. AP6AA aeoraa aaeaure infant'a phyaical 
functioning (i.e heartbeat, reapiretion) aad reaponaa to atiauli 
at birth, apacifically at 1 aad 5 ainutea poat-delivery. Theae 
scorea ere recorded on e acale of 1 through 10, with higher 
scorea indicative of higher lavala of heelth. Scorea leaa than 7 
reflect infanta at poteatlal risk of both paychological and 
phyaiological developaental probleaa later in life. At the lover 
end of the APGAK acale (i.e. leaa than 7), Co— unity of Caring 
infanta recorded one-fifth to one-aixth tha national rate of 
high-riak caaaa. Nationally, nearly 3X of i.;fenta born to 
aothera 17 yaara or younger recorded scores less than 7, vhile 
leav than .61 of Coaaunity of Caring infanta fell into thia range 
at 5 ainutea poat-delivery. The saae general pattern held true 
for infants receiving scorea in the 7-8 range. Co— unify of 
Caring infanta generally recorded relatively higher APGAR scores 
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1. mTtOOOCTION 

This report constitutes • roriow of progress asde by nine 
edolescent pregnency progress vho received funding froa 
Joseph P. Kennedy* Jr. Poundetion to iapleaent its Leed 
Teecker Treining Progrea . This progrea is pert of the 
Kennedy Povadetion*s Coaaunity of Coring Initietire. The 
report focuses only on progress vho held funds for e full 
twelre aoath period between October, 1983 end Septeaber* 
If 64. The TAPAWAKE progrea in Denver, Coloredo» ves not 
included in this reriev, since its sterc-up occurred in 
aid*yeer of great funding. 

The reriev is intended to suaaerice progress aede by Leed 
Teecher Progreas in the following erees: 

1) cheages in progrea enrollaent 

2) derelopaent of inserrice treining 

3) institotionel chenge vithin progreas 

4) teeching of relues to edolescents 

5) ootcoaes of serrice eaong edolescent aethers 



In revieving the results of this report, the reeder should 
understend thet the funding received by these progreas 
constituted the first full yeer of funding by the 
Poundetion. All nine of these progreas went on to obtsin 
edditioael funding for e second yeer. 

2. COSTKXT OP THIS KtVItV 

Since this report focuses on first yeer results, it should 
not he surprising thet the iapect of the Leed Teecher 
Progrea wes aeaifested to different degrees in the erees 
listed ebore. Por exeaple, the influence of e single 
iadiriduel leed teecher upon totel progrea enrollaent or, 
for thet aetter, outcoaes of service should not be expected 
to be es stroag es thet in the erees of inservice treining, 
institutioael cheage or teeching aethods within eech 
progrea. All of these erees ere of long-tera interest to 
the Poundetion, however, only the letter three ere 
reelisticelly responsisve to short-tera chenge end the 
efforts of leed teechers during one yeer. 

Even if lerge shifts did occur in client enrollaent end 
outcoaes, one could not eutoaeticelly ettribute these 



ERIC 




142 



cli«ag«« to th« offorts of L««d T««ch«rsi ot l««st not 
wltbovt soao •dditionol inforaotion concornlng chongos in 
• ttitados, foollags ond boLiovlor oaong th« •oolosconts 
•xposod to otoff trolaod by L««d T««ch«rs In th« Coaaunlty 
of Coring Cttrrlculua. Tho oxporlonco of odoloocont 
proguottcy progroao gonorolly tuggooto thot o groot dool of 
tho "aorkotiag** of tbooo progroao orlglnotoo vlth tho 
clionto tkoaoolrac boaco tho laportonco of doto on cllont 
foollmgo tovord tho progroao ond doto, which by laforonco ot 
looot, ovhotostlotoo tho voluo of tho progroa to tho cllont 
vlo laproTod oolf-laogo, aoro pooltlro foollngo toword ono'o 
foally, otc. Aoooclatlon of thooo chongoo In ottltudc with 
oarollaoat chongao olght lood to aoro doflnltlro concluolono 
obont tho lapoct of lood toochor otoff trolnlng offorto. 
Slallorly, aoro procloo Inforaotloa obout cllont ottltudoo. 
foollago, otc. coold ollow for aoro plouolblo oxplonotlono 
of tho rolotlonohlp botvoon lood toochor trolnlng octlrltlco 
oad progroa outcoaoo. 

Tho Konnody Povadotlon lo plonnlng to lounch o projoct 
ohortly to copturo thlo Inforaotlon tIo dotollod oroluotlon 
of chongoo In cllont ottltudoo ond bohorlor prior to ond 
oftor coaplotlng oorrlcoo with Coaaunlty of Coring progroao. 



3. SOOtCtS OP IVPOtMATIOV OSED IV THIS REVIEW 



In corrylag out thlo rorlow, tho Contor for hoolth Policy 
Stadloo ntllltod four oourcoo of Inforaotlon. Thooo oourcoo 
Imclndadt qaortcrly ototuo roporto oubal :tod by progroao 
daring tholj flrot yoor of funding; cllont outcoao doto froa 
tha ooaa progroao for Toor 1 of funding; doocrlptlono of uoo 
of tha Coaaamlty of Coring Currlculua; oad Indopth 
Imtorrlavo vlth laod toocharo condactod by foculty ot o 
racamt Kammady Poaadotloa odvoncod trolnlng conforonco. A 
oaaaory of tho flmdlago of thlo rorlow lo prooontod In tho 
maxt oactloa. Tohloo oro ottochcd to tho roport with doto on 
fladlago. 

4. gONMAtr OP PIVDIVGS 



CLItVT tVtOLLMtllT. Two oopocto of cllont onrollaont woro 
oaolytod tho nuabor of now prognont odolooconto 
raglotarod In ooch progroa ond tho nuabor of non-prognont 
roglotronto (young aon ond woaon only). Thooo flguroo woro 
raportod for tho yoor prior to ond during tho Konnody 
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PoundAtioo gr«iit. 

Y««r to fx coap«ritons of tnrolUtnt of prtgn«nt 
«dol««c«nts indic«t«d aixtd r«tultt in ttrat of progr«a 
growth. Pour progroas rtcord«d incr««ttt •nd four reporttd 
d«clin«s in •nrollaont, with on« progr«a ohowing virtuolly 
no chango. It is iaport«nt to noto chot for two rtl«tivtly 
n«w prograas, oiirollaont incr««s«d •ubstontiolly . Thi« nott 
is titnificont sinco th«s« prograas oro onto whtro ont would 
axpoct th« biggost chongos to occur. On« would not txpoct 
astoblithod progroas with olroody htovy c«stlo«d« to roport 
•ttbttaatial incr««««s in onrollaont unloss aojor staffing 
ehongas had occurred. Ho aojor stoff odditions occurred * 
aaottg thooa progroas , howoTor, stoff d«cr««s«s w«r« roporttd 
«t cortoiB progroao. This aoy hsvo hindtrid ••toblishod 
prograas froa accepting new clients or e le/ist aeinteinint 
pest ceseloeds. 

As for perticipetion by non-pregnent edolesceats» sufficient 
dete wes not reported to show trend.^ . Neither wes it 
possible to dif ferentiete those who perticipeted in the 
pre*netel progrea froa those who were involved in the 
perenting/post-pertua phese. Overell, the results of thie 
analyeis ere aixed also, with aoet progreas showing 
reletivtly aodeet perticipetion by this sub-group of the 
adolaecent popaletion. Zt ie worth noting .het 
treditionelly the eaphesis of aoet progreas with Poundetion 
funding ie apon the pregnent populetion, hence the findings 
are eoaevhat expected. Closer enalyeis of other dete 
reportad by progreae sugt«ste that where specific 
opportnnities exist for young fethere end other feaily 
■eabere to perticipate, eoae progreae et Itest aeiateined 
this iavolveaeat by coaparisom with historical dete. but aost 
have haen able to encourage grceter participation daring the 
yaer thet Leed Teecher funds were held. The opportunities 
thet «e era referring to hera ere childbirth preperatioa 
elessae end coaching during labor. These ere ereas where 
progress with Pauadation funding ehould be eble to show soae 
iapect end they heve. 

ZHlltTZCI TtAXHZRC. Most leed teechere heve aede substentiel 
etridae in providing indepth treining to egency steff, while 
eantiaaing vith their other responsibilities es leed 
taechars ( coaaunity outreech end client service ). It is 
iateraetint to aote also the cetelytic effect thet the leed 
taechar concept itself ead the edvence treining sessions, 
particularly, heve hed on steff in progreas sponsoring leed 
taechars. Thie effect hes been quentified to en extent by 
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figuras raportad by prograat oa the auabar of aodults in use 
bafora aad aftar advaaccd traiaiag ••••ioas and the auaber 
of taachars trainad to usa tha aodulas before aad aftar 
thaaa •assioas* ( Saa tables at the ead of report for these 
figuree )• Perheps the aost iaterestiag espect of these 
cheages is thet they heve occurred la certeia progress thet 
heve bed tha Coaauaity of Ceriag eveileble for use for soae 
coaeidaxebla tiaa* 

In tdditioa to the treiaiag of prof cesioaels withia 
progreas, laed taecbars la certeia cases heve iaitieted 
treiaiag of other professioaele ia their locel coaauaities* 
Sevaa of aiaa lead taecbars bagea this process duriag their 
firet yeer of fundiag* More thea 500 professioaele 
perticipeted ia traiaiag eessioae coaducted by leed 
teechere* It ie astiaeted thet these sessioas eccouatad for 
aeerly 1250 profassioael eteff hours of treiaiag* Of the 
groups tergatted for treiaiag, aedicel ead educetioael 
prof eseioaele vara the aoet frequeat perticiepnts ia these 
sessioas* Spiritual professioaele ead roluatery steff were 
tha laest likely perticipeats ia treiaiag exercises* 

Pottr of the eeTOfi progreae studied bed aot yet beaa able to 
docuaeat tha extamt to which the treiaiag tiae with locel 
prof eseioaels bed produced soae cheages ia tha daily 
prectica of these ^adiriduels* Of those thet did follow-up, 
however oaa fouad thet staff froa e aeighboriag egaacy bad 
ectttelly drefted ea iaplaaaatetioa plea followiag e locel 
treiaiag exarciea, e second diecoverad thet aedicel steff 
lecked aore epecific iaforaetioit oa how to iapleaaat the 
ethicel espects of the curricalua ia their hoepitel ead tha 
third prograa iadicetad thet 30 of ea estiaetad group of 100 
coaauaity profeeeioaals bed edopted perte of the Curriculua 
iato their prograas followiag e earies of locel iaeervice 
treiaiag workshops* Geaaxelly epaekiag, it wes fouad thet 
leed taechar pro^raaa aa«4 to piece aore aaphesie oa 
followiag*ttp oa the iapect of iasarvice treiaiag exercises 
ia their coBBUai tiee • 

IVSTITOTIOVAL AND PtOGtAII CHANGE* Tha praeeaca of leed 
teechare ia edolascemt pragaeacy progreas wes fouad to 
iadaca progreaaetic cheages of sevarel differeat typee 
duriag the first yeer of fuadiag froa the Keaaedy 
Pouadetioa. Ia feet, soae aejor cheage wes reported ia eech 
progrea spoaeoriag e leed teecber* These cheages here 
occurred ia ereee thet oaa woald expect progreas to aeke to 
reiaforce the work cerried out by its leed teecber ead to 
iategrete tbe aeJor theaee of the Coaaaaity of Ceriag 
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Curriculu.. fox •xsipU, 3 out of th. 9 progrs.s reported 
th« fo««tlon of groups for .doUsctiit fsth«rs siaco thoir 
U«d t«.cli«rs sttondod tho .dv.oc.d trtining .poo.orod by 
tho Foundation. A-oog thos« th.t h«d sUosdy bogun pxogxlm» 
tox fothors prior to th« K«iiii«dr roundstion's funding, mil 
r«port«d mn incrooso in th« nunbor of fothors involved in 
th«lr progr«a«. Only 2 progrtas offorod no cpocific 
••rvico for fathers in the Uteet survey of progreae. 

Tr.dltionelly, volunti^er. heve been e difficult group to 
aobiliee in support of the efforts of sdolescent pregnsncy 
(rogrens psrticulerly on s regulsr bssis. Since the 
iippearsnce of e leed tescher in esch progrsa. 4 progrs.s 
heve initisted sctivities to involve volunteers. 3 
progress reported elreedy heving such sctivities undervey 
prior to the Foundetion's grsnt. *..vtng 2 progreas without 
•ny role for volunteers. 

cI!-llnIJrl; criticsl support group thst 

CoHunity of Cering progrsas hsve sought to sngsge in their 
services. The Istest survey of progrsns sponsoring leed 
teschers indiceted thst 2 progreas hsd upecificeUy stsrted 
progress for grsndperents since their steff r ,on returned 
fr?*!*** 5i"t sdvenced treining session for teechers. 
At the end of Yesr 1 only 2 progrsas were le* ithout any 
specific progren for grendperents. 

Beyond the enphssis pieced on teeching velues through the 
CoMuaity of Cering Curriculun, perheps the aost 
distinguishing tsagible feeture of progress sponsoring leed 
teschers ie their efforts to support sdolescents during 
their initisl experience ss psreots. This ie done priaerily 
through parenting end child csre services. In the letest 
review of progrsas, the Center for Heslth Policy Studies 
foend thst i prograas hed either nevly stsrted each 
services, lentthemed the eaonnt of tine services ere 
noraelly provided, or increased the frequency of post-pertua 
contects with psrents, since the return of leed teschers 
froB special trsinins seesions. For exeaple, during the 
first yesr df Founds tion funding, 5 progress begen 
post-pertaa services for teensge psrente, and one other 
strengthened its existing services. This left one progrea 
vitheut offering sny specisl progrsa for psrents, however, 
tliis progrea wss found to be relstively new end, not 
surprisingly, etill trying to develop other bssic psrts of 
its oversll progrsa first. 
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During a r«c«iit turvcy of prograas •pontoring lead t«ach«ra» 
prograas vara aakad to raport on tha status of the Caring 
Curricttlua's uaa in thair local schools and whathcr or not 
this atatua had changad at aU sinca tha rccaipt of Kanncdy 
Foundation funding. Intaras tingly » two types of changas 
vara raportad. Pour prograas raportad that parts of tha 
Curriculua had baan adoptad in schools sinca tha appaarancc 
of tha iaad taachar on-aita. Ona prograa had avan raportad 
that tha parenting aodulas of tha Curriculua had baan 
certified by the local achool systea since the grant funding 
vas raceired froa the Foundation. It was clear that the 
groundwork for this aileston * had begun prior to the 
start-up of lead teacher activities at this prograa, but the 
lead teacher initiative itself expedited the process to a 
degree • 

Collectively, the above evidence suggests that the lead 
taachar concept itself has ca.taly«ed a variety of aajor 
changea in prograas sponsoring lead teachers. During the 
first year of funding, local lead teacher .aitiativcs even 
began to influence changes in the coaaunity at large. This 
evidence is not intended to suggest the lead teachers 

cheaselves ere responsible for these events. However, it 
does appear that the teachera have set in aotion^ to aoae 
extent at leaat^a chain of eventa leading to change. The 
£ect that all lead teachers reported regular aeetinga with 
their prograa adainistratora since returning froa their 
advanced training sesalons a year ago suggests that other 
prograa staff have posaibly played a role in stiaulating 
soae of the above changes at aore senior levels of 
decisionaaking in losal coaaunitiat. Obviously, it was not 
possible to 0 ^ify certain intangible changea, such as 
feelings conv«/«d toward adolescents by the front-line ataff 
who have been trained by lead teachers in local 
coaauni tiea. 

MITHODS POt TBACHIIIG VALUES. A central question in the 
evaluation of the Foundation's Lead Teacher Progvaa and the 
Coaaunity of Caring itaelf ia how effectively the values 
eabodied in the Curriculua ere taught to adolescenta. 
Ideally, one ahould aeaaure the values and att*tudes helc by 
adolescenta before and after exposure to the Curriculua for 
this inforaetion. As aentioned earlier, an approach 
coaparable to this is being planned by the Foundation in the 
near future. In the interia, the Foundation atteapted 
recently to gather inforaetion froa prograas and the lead 
teachers theaaelves about ho«i thi teaching of valueiv to 





147 

adoU«c«iits is don« in prograas and hoy other prof estioaals 
• ra trainad by laad taachara to do this at neU* The 
Foundation axpactad to datamina two things with this 
epproachi D-fhathar tha taaching of raluas by prograas 
foUowad a systaaatic and raasonabla approach as judgad by 
•xparta in this araa; and 2) vhothar thosa approachas were 
•doqu ta in coaaunicating tha raluas of tha Curriculua to 
edoXa^canta. Tha abova iaforaation vas ga^harad via 
•tructarad intcrriaws with laad taachars personally 
conducted by the Poundation'e faculty and rating scales 
designed to aeaevre the degree of difficulty in teaching 
veluee of each Curriculua aodule. Tho rating scales were 
coapleted fcy lead teachers at their prograas. It is this 
iaforaation which tfca Center for Health Policy Studies used 
to eraluata tha teaching of raluas by lead teachers durint 
their firet year of iieldwork* 

''"'tiM hy ireeponsee of the lead teachers, the Center for 
Haa^th Policy Studies has three observations about the work 
of lead teachers. It is clear that the actual techniques 
need ia adraacac' training sessions to explore personal 
valuee hare oeeu introduced into adolescent pregnancy 
prograae by lead teachers. It is aleo clear that the 
experience gained during the adrancad training sessione has 
helped greatly to organite the process by which aost 
training concerning values education is done in prograas 
that eponeor u.d teachers. Finally, the efforts of lead 
teachers have resulted in wide variety of activities that 
prograas use with adolesc s to personalise the values 
eabodied in the Curricul and to express the coaaitacnt of 
each progkia to these valuta. If one accepts the preaise 
thnt teaching by exaapU is one of the aost effective 
■ethods that professionals can use la this area, then lead 
teachers hnve probably bc4n euccessful in their aiesion. 

Beyond the above observatione , it was not poseible to 
quantify how or how well lead teachers teach valuee or train 
other profeesionals to do this with the available data, 
particularly with respect to individual aodmles in the 
Curriculua. Lead teachers did rate he difficulty in 
teaching the values aspect of each aodule and the results 
did show that certaia aodulee are ratod coasisteatly ae 
beiag aore difficult thaa others to teach. The differeaces 
ia ratiags betweea the aost aad least difficult aodulee were 
not very great. Persoaal observatioa of taachers ia a^tioa 
wou^d be a aore aeaaiagful aad reliable eode of evaluatioa 
coupled with feedback froa adolescents or other 
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prof •••ioasis trained by Icsd teachers* 

CLIENT OUTCOHES Of StlRVICE.^ Th» Ceatsr for Health Policy 
Studies hssitstss in ■•king cuaclusioas about the iapact of 
Issd tsschsr activities oa clisat oi oaes of oorrice for 

• •rBiBl rsssoao. Oae, asatioaod e:>rlier, for sll 
progrsas studied, it vss ths first yesr thst ^rogrsas 
r«c«iv«d fundiag for thsir Issd tsschsrs. Hsocs it 
clsarly • yesr spsat introduciag ths lesd teachsr coacept 
it««lf sad grsduslly rsaouldiag progrsa coateat to 
•trsagthsa th« saphssis of Gurriculua vslucs ia esdh 
progrsa • 

S«coadly» ths rscsat rsqusst for outcoas Jsts froa 

• dol««c«at prsgasacy progrsas wss auch • test to what 
d«t« progrsa* could produce oa short aotics it v«« aa 
•ttsapt to g«ia soas iasight iato th« iapsct thst le«d 
t««ch«r« h«d ia thsir progrsas durlag the first y««r of 
fundiag. Ia •jrsrsl csssj progrsas vsrs uasbls to report 
outcoa* d«t« for the ysiir prior to ths svsrd of ths Ksaaedy 
Fouadstioa grsat thus liaitiag ths coaclusioas thst coulu be 
drswa frda th« dsts. Pinslly, coapsrisoa dsts wsf aot 
•▼•il«bl« for a»ay iadicectors r»port»d* Th» Csnter offers 
ths followiag obssrrstiojts with thsss quslif icstioas ia 
aiad • 

Early eatry iato prsastrl cbtb i« iaportsat iadicstor for 
•11 sdolsocsat prcgasacy. progr«a«. Thia is aapacially true 
for prograaa buildiag Cvaauaiilaa of Caring givaa thair 
•pacial aaphaaia upon pdraonaliaing aarvic ^ for adoleacanta 
aa auch aa poaaibla ^nd inauriag that aach taanagar'i naada 
«ra aat in a coaprahanaira aannar. Two prograas wara unable 
to raport any data on thla indicator and four othara wara 
unabla to prorida data for tha yaar prior to tha 
Poundation'a grant. Of * tha thraa prograoa that did provide 
data for tha pariod bafoxa ahd aftar tha Poundation'a grant, 
all prograaa indicatad a/ahift toward aarliar entry into 
pranal:al cara. Of thoaa prol^raaa that only provided data 
for tha grant pariod, it ia Intaraating to nota that aoat of 
rhaaa prograaa raportad coap^rabla or batt«r "poat** period 
acoraa than prograaa raporting coaplata data, 

Savaral raqutata for data wara aada that attaapted to 
aaaauia how wall aanagad feaala clianta wara during the 
pranatal p#ri^d of aarvice. Data for aaaaurea of inadaquate 
waight gairi during pragnancy and hoapi talis aticaa due to 
pra-ac laap lia wara raquaatad. Canarally apeaking, aany 
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prograia w«r« unabl« to r«port data for pre- and poat- 
porioda on tho socond loaauro. Hovover on tho topic of 
walght gain during pragnancy, two profrana reported no real 
changaa batwoon pra- and poat- parioda, two othara reported 
alight * ^craaaaa in tha parcantaga of clianta with 
in«d«qtt .a waight gain «hila two ahowad daclinaa in thia 
problan at thair prograna. 

Conpariaona of tha incidanca of low birthwaight bablaa 
bafora and aftar tha Kannady grant W9X% linitad due to 
inadaquata reporting. For thoaa that did report thia data 
tha r^aulta ware nixad «lth alnoat aa nany ahowing dacraaaea 
aa thara ware incr^aaaa in tha problan. 

Two other naaauraa of the general acceptance of prograns by 
climta were aken by neaaurlng the percentage of adoleacent 
■othera who Piaaed their firat poat-partun appolntnenta and 
who were enrolled in parenting inatruction at three nontha 
poat-dellvery • Both of thfae neaaurea ahowad general 
inprovenenta in acceptance levela over a two year period for 
thoaa prograna that did report thia inf ornation* 



Aa the reader haa obaerve^ inadequaciea in reporting 
prisarily Unit any concluaiona that can be drawn fron the 
data. Perhapa the only concluaion that night be nade ia 
that future collection of data fron the prograna will have 
to be done by giving nuch nore advance notice and 
inatruction la what data to collect. The Foundation night 
wiah to piggyback on other data collection actlvltiea 
already in place for certain prograna with lead teacher 
funding, auch aa that uaed in the peat by the Office of 
Adoleacent Pregnancy prograna. Certain refinenenta in 
Inatroctlona and content ahould be nade to the previoua OAPP 
data aye ten. 
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